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Prince  of  Wales,  and  Regius  Professor  of  Medicine 
in  the  University  of  Oxford  j  Broad  Street,  Oxford. 
(V.P.  1868-70.) 

1879  Adams,  James  Edwaed,  St.  Margaret's,  near  Dover. 
Trans.  1. 

1879  Adams,  "William,  Tower  Lodge,  Eegent's  Park 
Eoad,  N.W. 

1883  Adams,  William  Goods,  M.B.,  Tower  Lodge, 
Eegent's  Park  Eoad,  N.W, 

1870  fALLBUTT,  Thomas  Cliefoed,  M.D.,  F.E.S.,  Phy- 
sician to  the  Leeds  General  Infirmary ;  35,  Park 
Square,  Leeds,     Trans.  3. 

1883  Allchtk,  William  Henet,  M.B.,  Physician  to. 
Lecturer  on  Medicine  at,  the  Westminster  Hos- 
pital ;  5,  Chandos  Street,  Cavendish  Square  W. 
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Elected 
1871         Althatjs,  Julius,  M.D.,  Physician  to  the  Hospital 
for   Epilepsy  and   Paralysis,  Eegent's  Park ;    48, 
Harley  Street,  Cavendish  Square,  W.     (C.  1879- 
81.)     I^ans.  4. 

1883  Andeeson,  James,  M.D.,  CM.,  Assistant  Physician 
to  the  City  of  London  Hospital  for  Diseases  of  the 
Chest ;  84,  Wimpole  Street,  Cavendish  Square,  W. 

1868  Akdebson,  Johk  Ford,  M.D.,  28,  Buckland  Crescent, 
Belsize  Park,  N.W. 

1883  Andeeson,  "William,  Assistant  Surgeon  and  Joint 
Lecturer  on  Anatomy,  St.  Thomas's  Hospital ;  13, 
Welbeck  Street,  Cavendish  Square,  W.     Trans.  1. 

Ori^.  Memh.  Andrew,  James,  M.D.,  Physician  to,  and  Lecturer  on 
Medicine  at,  St.  Bartholomew's  Hospital ;  22, 
Harley  Street,  Cavendish  Square,  W.  (C.  1872-4.) 
Trans.  1. 

Oriff.  Meml.  Aenott,  Henet.     (C.  1871-5.)     Trans.  3. 

1880        Bakee,  Henet  Peancis,  15,  Hanover  Square,  W. 

Ori^.  Memh.  Bakee,  W.  Moeeant  (V.P.),  Assistant  Surgeon  to, 
and  Lecturer  on  Physiology  and  General  Anatomy 
at,  St.  Bartholomew's  Hospital ;  Consulting  Sur- 
geon to  the  Evelina  Hospital  for  Sick  Children  ; 
26,  Wimpole  Street,  Cavendish  Square,  "W.  (C. 
1873,  V.P.  1884.)     Trans.  4. 

1880  Ball,  B.,  M.D.,  Professor  to  the  Faculty  of  Medi- 
cine of  Paris  ;  3,  Faubourg  St.  Honore,  Paris. 

1878  Ball,  James  Baeet,  M.D.,  29,  Belgrave  Eoad, 
S.W. 

1883  Ballance,  Chaeles  Aleeed,  M.B.,  Assistant  Sur- 
geon, West  London  Hospital ;  Demonstrator  of 
Anatomy,  St.  Thomas's  Hospital ;  56,  Harley  Street, 
Cavendish  Square,  W. 

1868  Bantock,  Geoege  Geanville,  M.D.,  Surgeon  to  the 
Samaritan  Free  Hospital ;  12,  Granville  Place, 
Portman  Square,  W. 

1876  Baekee,  Aethue  E.  J.  (C),  Assistant  Surgeon  to 
University  College  Hospital ;  87,  Harley  Street, 
Cavendish  Square,  W.      (C.   1883-4.)     Trans.  5, 

as.  3. 

1882  Baekee,  Feedeeick  Chaeles,  M.D.,  Surgeon-Major, 
Bombay  Medical  Service,  India  [care  of  Aethue 
Baekee,  Esq.,  87,  Harley  Street]. 
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Elected 
1875 


Orig.  Memh. 
Orig.  Memb. 


1882 
18G8 

1875 

1880 
1875 

1883 
1878 

1874 

1882 


Baelow,  Thomas,  M.D.,  Assistant  Physician  to 
University  College  Hospital,  to  the  Hospital  for 
Sick  Cliildren,  Great  Orraond  Street,  and  to  the 
London  Fever  Hospital ;  10,  Montague  Street,  Eus- 
sell  Square,.W.C.   (C.  1880-82.)  Trans.  7,  G.S.  1. 

Barwell,  Richaed,  Surgeon  to,  and  Lecturer  on 
Surgery  at,  the  Charing  Cross  Hospital ;  32,  Greorge 
Street,  Hanover  Square,  W.  (C.  1872-5,  V.P. 
1877-9.)     Trans.  14. 

Bastian,  Henet  Chaelton,  M.D.,  F.E.S.,  Physi- 
cian to  University  College  Hospital,  and  Assistant 
Physician  to  the  National  Hospital  for  the  Para- 
lysed and  Epileptic,  and  Professor  of  Pathological 
Anatomy  at  University  College  ;  20,  Queen  Anne 
Street,  W.     (C.  1876-8.)     Trans.  3. 

Bateman,  Alfeed  Gr.,  M.B.,  13,  Canonbury  Lane, 
Islington,  N. 

Baumlee,  Cheistian  Gr.  H.,  M.D.,  Professor  of 
Materia  Medica  in  the  University  of  Erlangen. 
Trans.  4. 

Beck,  Marcus,  M.S.,  Professor  of  Clinical  Surgery 
and  Assistant  Surgeon  to  University  College  Hos- 
pital ;  30,  Wimpole  Street,  Cavendish  Square,  W. 
(C.  1880-81.)     Trans.  1. 

*Beevoe,  Chaeles  EnwAED,  M.D.,  Assistant  Phy- 
sician to  the  National  Hospital  for  Paralysed  and 
Epileptic  ;  33,  Harley  Street,  Cavendish  Square,  W. 

Bellamy,  Edwaed,  Surgeon  to  Charing  Cross  Hos- 
pital ;  Lecturer  on  Artistic  Anatomy  in  the  Science 
and  Art  Department,  South  Kensington  ;  17,  Wim- 
pole Street,  Cavendish  Square,  W.  (C.  1879-80.) 
Trans.  3. 

Benham,  Robeet  Eitzeot,  Abercorn  House,  Baron's 
Court,  S.W. 

Bennett,  William  Chaeles  Stoeee,  Dental  Sur- 
geon to  the  Middlesex  Hospital;  Dental  Surgeon 
to  the  St.  Maryleboue  Gi-eneral  Dispensary,  Wel- 
beck  Street ;  Medical  Tutor  to  the  Dental  Hospital 
of  London  ;  17,  George  Street,  Hanover  Square,  W. 

Bennett,  William  Henet,  Assistant  Surgeon  to 
St.  George's  Hospital ;  Surgeon  to  the  Belgrave 
Hospital  for  Children ;  1,  Chesterfield  Street,  May- 
fair,  W.     Trans.  1. 

Beeey,  Peedeeick  HAYCEArr,  M.B.,  Watford,  Herts. 
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Elected 

1882  Bindley,  Philip  Henry,  M.B.,  Eoccabruna,  Brank- 

some  Wood  Eoad,  Bournemouth. 
1879        BiNDON,  William  John  Veeekee,  M.D. 

1883  Biss,  Cecil  Tates,  M.D.,  Assistant  Physician  to  the 

Middlesex  Hospital,  and  to  the  Hospital  for  Con- 
sumption ;  65,  Harley  Street,  Cavendish  Square,  W. 

1881  Black,  James,  Lecturer  on  Anatomy,  Westminster 
Hospital,  16,  Wimpole  Street,  Cavendish  Square,  W. 

1883        Bowlby,  Anthony  A,,  Curator  of  the  Museum,  St. 

Bartholomew's  Hospital ;  75,  Warrington  Crescent, 

Maida  Vale,  W. 
1883        Bowles,  Egbert  Leamon,  M.D.,  8,  West  Terrace, 

Eolkestone. 
1868        Beace,  William  H.,  M.D.,  7,  Queen's  Gate  Terrace, 

Kensington,  W.     (C.  1876-7.) 
1883         Bbadshaw,  James  Dixon,  M.B.,  30,  George  Street, 

Hanover  Square,  W. 
1878        Bridges,  Eobert,  M.B.,  M.A.,  The  Manor  House, 

Tattendon,  Berkshire.     Trans.  1. 
1868        Bright,   George    Charles,   M.B.,  29,    Liittichen 

Strasse,  Dresden. 
1868        Bright,  John  Meaburn,  M.D.,  Forest  Hill,  S.E. 
Ori^.  Mevib.  Beistowe,  John  S.,  M.D.,  E.E.S.,  Physician  to,  and 

Lecturer  on  Medicine  at,  St.  Thomas's  Hospital ; 

Medical  Officer  of  Health  for  Camberwell ;  11,  Old 

Burlington  Street,  W.     (C.  1869-70,  V.P.  1879- 
-      80.)     Trans.  2. 
Orig.  Memb.  Beoadbent,  William  Henry,  M.D.,  Physician  to, 

and  Lecturer  on  Medicine  at,  St.  Mary's  Hospital ; 

Physician  to  the  London  Pever  Hospital ;  34,  Sey- 
mour  Street,  Portman  Square,  W.     (C.  1871-3, 

V.P.  1881-3.)     Trans.  17. 

Orig.  Memh.  Brodhurst,   Bernard    Edward,   Surgeon    to    the 
Eoyal  Orthopaedic  Hospital ;  20,  Grosvenor  Street, 
W.     Trans.  2. 
1874        Brown,    George,  3,  Gibson  Square,  Islington,  N. 
Trans.  5. 

1876  Browne,  George  Buckston,  80,  Wimpole  Street, 
Cavendish  Square,  W. 

1883  Bruce,  John  Mitchell,  M.D.,  Physician  to,  and 
Lecturer  on  Materia  Medica  at,  the  Charing  Cross 
Hospital ;  Assistant  Physician  to  the  Hospital  for 
Consumption,  Brompton ;  70,  Harley  Street,  W. 
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Elected 

Oriff.  Memb.  Bktant,  Thomas,  Surgeon  to,  and  Lecturer  on  Sur- 
gery at,  Guy's  Hospital ;  53,  Upper  Brook  Street, 
Grosvenor  Square,  W.  (C.  1872,  V.P.  1876-7.) 
Trans.  7. 

Oriff.  Memb.  Buchanan,  Geoege,  M.D.,  F.E.S.,  Medical  Officer 
of  the  Local  Government  Board ;  24,  Nottingham 
Place,  W.     (C,  1877.) 
1881        Burnet,    Egbert    William,   M.D.,   94,   Wimpole 
Street,  Cavendish  Square,  W. 

1868  fBuETON,  John  M.,  Lee  Park,  Blackheath,  S.E. 

1879  Burton,  William   Edward,   24,   Wimpole   Street, 

Cavendish  Square,  W. 

1881  BuTLiN,  Henry  Trentham,  Assistant  Surgeon  to, 
and  Demonstrator  of  Practical  Surgery  and  Dis- 
eases of  the  Larynx  at,  St.  Bartholomew's  Hospital ; 
47,  Queen  Anne  Street,  Cavendish  Square,  W. 
Trans.  2. 

1871         Butt,  William  F.,  25,  Park  Street,  Park  Lane,  W. 

1884  Buxton,  Dudley  Wilmot,  M.D.,  B.S.,  99,  Gower 
Street,  W.C. 
Orig.  Memb.  Buzzard,  Thomas,  M.D.,  Physician  to  the  National 
Hospital  for  the  Paralysed  and  Epileptic ;  65, 
Grosvenor  Street,  W.  (S.  1870-2,  C.  1873-6, 
V.P.  1880-1.)     Trans.  14,  G.S.  1. 

1880  Carrington,     Egbert     Edmund,    M.D.,     Medical 

Eegistrar  of  Guy's  Hospital ;    Visiting  Physician, 
Seamen's  Hospital,  Greenwich  ;    15,  St.  Thomas's 
Street,  Southwark,  S.E.     Trans.  2. 
1883        Carter,  Frederick  Heales,  Eaton  Villa,  Bellevue 
Koad,  Upper  Tooting,  S.W. 

1869  Carter,  Egbert  Brudenell,  Ophthalmic  Surgeon 

to,  and  Lecturer  on  Ophthalmology  at,  St.  George's 
Hospital ;  Surgeon  to  the  Eoyal  South  London  Oph- 
thalmic Hospital;  27, Queen  Anne  Street, Cavendish 
Square,  W.  (C.  1873-6,  V.P.  1879-81.)  Trans.  7. 
1868  Cavaey,  John,  M.D.,  Physician  to  St.  George's 
Hospital ;  2,  Upper  Berkeley  Street,  Portman 
Square,  W.  (C.  1881-83.)  Trans.  4. 
Orig.  Memb.  Cayley,  William,  M.D.,  Physician  to,  and  Lecturer 
on  the  Principles  and  Practice  of  Medicine  at,  the 
Middlesex  Hospital;  Physician  to  the  London  Fever 
Hospital,  and  to  the  North-Eastern  Hospital  for 
Children ;  27,  Wimpole  Street,  W.  (C.  1874-5, 
S.  1876-8,  C.  1879-80.)     Trans.  6,  G.S.  1. 
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Elected 
1884!        Chapman,  Patjl  M.,  M.D.,  26,  Gordon  Square,  W.C. 

1873  Chisholm,  Edwin,  M.D.,  Abergeldie,  Aslifield,  near 
Syduey,  New  South  Wales. 

1868  Cholmelet,  William,  M.D„  Physician  to  the  Great 
Northern  Hospital,  and  Margaret  Street  Infirmary 
for  Consumption ;  63,  Grosvenor  Street,  W.  (C. 
1871-3.)     Trans.  2. 

Oriff.  Memh.  Chubch,  William  Selbt,  M.D.,  Physician  to,  and 
Lecturer  on  Clinical  Medicine  at,  St.  Bartholo- 
mew's Hospital  ;  130,  Harley  Street,  Cavendish 
Square,  W.     (C.  1874-6.) 

1873  Chueton,   Thomas,    35,    Clarendon    Eoad,    Leeds. 

Trans.  1. 

1882  Clapham,  Edwaed,  M.D.,  29,  Lingfield  Eoad, 
Wimbledon. 

Orig.  Memb.  Clapton,  Edwaed,  M.D.,  10a,  St.  Thomas's  Street, 
Southwark,  S.E.     (C.  1872-4.)     Trans.  1. 

Orig.  Memb.  Claek,  Sie  Andeew,  Bart.,  M.D.,  LL.D.  (President), 
Physician  to,  and  Lecturer  on  Medicine  at,  the 
London  Hospital ;  16,  Cavendish  Square,  W.  (C. 
1876-8,  V.P.  1880-82,  P.  1883-84.)     Trans.  1. 

1874  Claek,  Andeew,  Assistant  Surgeon  to,  and  Lecturer 

on  Practical  Surgery  at,  the  Middlesex  Hospital ; 
19,  Cavendish  Place,  Cavendish  Square,  W. 

1877  tCLAT,  EoBEET  HoGAETH,  M.D.,  4,  Windsor  Villas, 
Plymouth. 

1877  Clutton,  Henet  Hugh,  M.A.,  Assistant  Surgeon  to 

St.   Thomas's    Hospital ;    2,   Portland    Place,    W. 
Trans.  5. 

1878  Collie,  Alexandee,  M.D.,  Fever  Hospital  (Metro- 

politan Asylum  District),  The  Grove,  Homerton,  E. 

1882  CoLLiEE,  Heebeet,  M.D.,  Marine  Villa,  Gorleston, 
Great  Yarmouth,  Norfolk. 

1878        Collins,  W.  Maunsell,  M.D.,  M.C.,  Eoyal  Horse 

Guards ;  10,  Cadogan  Place,  S.W. 
1882        CoLQUHOUN,  Daniel,  M.D. 

1872  Cooke,  Thomas,  Assistant  Surgeon  to  the  West- 
minster Hospital ;  16,  Woburn  Place,  Eussell 
Square,  W.C. 

1868        CooPEE,  Feank  W.,  Leytoustone,  Essex. 
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Elected 

1880  Cottle,  Wtndham,  M.D.,  Senior  Assistant  Surgeon 

to  the  Hospital  for  Diseases  of"  the  Skin,  Black- 
friars  ;  3,  Savile  Eow,  W. 

Or7'g.  Memh.  Coupeb,  John,  Surgeon  to  the  London  Hospital  and 
Assistant  Surgeon  to  the  Royal  London  Oph- 
thalmic Hospital ;  80,  Grosvenor  Street,  W.  (C. 
1874.) 

1875  CouPLAND,  Sidney,  M.D.  (Hon.  Secretary),  Physi- 
cian to,  and  Lecturer  on  Pathological  Anatomy  at, 
the  Middlesex  Hospital;  14,  Weymouth  Street, 
Portland  Place,  W.     (S.  1883-4.)     Trans.  3. 

1882  CoxwELL.  C.  P.,  M.B.,  14,  Finsbury  Circus,  E.G. 
Trans.  2. 

1881  Ceeighton,  Chaeles,  M.D.,  6,  Queen  Anne  Street, 

Cavendish  Square,  W. 
1879         Ceipps,  William  Haeeison,  Assistant  Surgeon  to 

St.   Bartholomew's   Hospital ;   2,  Stratford   Place, 

Oxford  Street,  W.     Trans.  3. 
1872         Ceitchett,  Andeeson,  Ophthalmic  Surgeon  to  St. 

Mary's  Hospital  and  to  the  Royal  Pree  Hospital'; 

21,  Harley  Street,  W. 
1877         Ceockee,  Henet  Eadcliffe,  M.D.  (C),  Physician  to 

the  Skin  Department,  University  College  Hospital ; 

Assistant  Physician  and  Pathologist  to   the  East 

London    Hospital    for    Children  ;     28,    Welbeck 

Street,  Cavendish  Square,  W.   (C  1884.)  Trans.  13. 
Orig.  Memh.  Ceoft,  John  (V.P.),  Surgeon  to  St.  Thomas's  Hos- 
pital ;    48,  Brook  Street,   Grosvenor    Square,   W. 

(C.  1870-2,  V.P.  1882-4.)     Tra7is.  9. 
1872        Dalby,  William  Baetlett,  M.B.,  Aural  Surgeon 

to   St.    George's   Hospital ;    18,  Savile   Eow,  W. 

(C.  1879-81.)     Trans.  4. 

1882  Dallaway,  J.  W.  Dsnnis,  Langham  Hotel,  W. 
Oriff.  Memh.  Dayies,  Heebeet,  M.D.,  Consulting  Physician    to 

tlie  London  Hospital ;  23,  Finsbury  Square,  E.C. 
(V.P.  1877.) 

1879  Dayies-Colley,  J.  Neville  C,  M.B.,  M.C.,  Sur- 
geon to  Guy's  Hospital ;  36,  Harley  Street,  Caven- 
dish Square,  W.     Trans.  4. 

1879        fDAYY,  Heney,  M.D.,  34,  Southernhay,  Exeter. 

1868  Day,  AVilliam  Heney,  M.D.,  Physician  to  the 
Samaritan  Free  Hospital  for  Women  and  Children  ; 
10,  Manchester  Square,  W.     Trans.  5. 
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1872        De  Casteo,  James  Cato,  M.B.,  Pau,  Prance. 

1879        tDEKNis,  Frederic  S.,  M.D.,  21,  East  21st  Street, 

New  York,  U.S. 
1875         Dent,  Clinton  T.   (C),  Assistant  Surgeon  to  St, 

George's  Hospital ;  19,  Savile  Eow,  W.    (C.  1884.) 

Trans.  1. 
Orig.  Memb.  Dickinson,   "William    Howship,    M.D.,    Physician 

to,  and    Lecturer  on    Medicine    at,   St.    George's 

Hospital ;    Physician    to    the    Hospital    for    Sick 

Children;    9, " Chesterfield    Street,    Mayfair,   "W. 

(C.  1874-5.) 

1871         Diver,  Ebenezer,  M.D.,  Kenley,  Caterham  Valley, 
Surrey. 
Orig.  Memb.  Down,  John  Langdon  H.,  M.D.,  Physician  to,  and 
Lecturer  on  Medicine  at,  the  London  Hospital ; 
81,  Harley  Street,  W.     (C.  1870-2.)     Trans.  1. 

1874  Dowse,  Thomas  Stretch,  M.D.,  14,  Welbeck  Street, 
Cavendish  Square,  W.     Trans.  5. 

1868  Drage,  Charles,  M.D.,  Hatfield,  Herts. 

1879  Drewitt,  p.  G.  Dawtrey,  M.D.,  Assistant  Physician 
to  the  West  London  Hospital,  and  to  the  Victoria 
Hospital  for  Children  ;  52,  Brook  Street,  Grosvenor 
Square,  W.     Trans.  1. 

Orig.  Memh.  Duckworth,  Dtce,  M.D.,  Physician  to,  and  Lecturer 
on  Clinical  Medicine  at,  St.  Bartholomew's  Hos- 
pital;  11,  Grafton  Street,  Bond  Street,  W.  (C. 
1875-7.)     Trans.  12,  C.8.  2. 

Orig.  Memb.  Dufein,  Alfred  B.,  M.D.,  Physician  to  King's 
College  Hospital,  and  Professor  of  Pathological 
Anatomyin King's  College, London;  18, Devonshire 
Street,  Portland  Place,  W.  (C.  1872-4.)    Trans.  6. 

1884         Duke,  Edgar,  87,  High  Street,  Clapham. 

1869  Duke,    Olliver  Thomas,   M.B.,   Surgeon,   Bengal 

Army,  India. 

Orig.  Memb.  Durham,  Arthur  Edward  (V.P.),  Surgeon  to,  and 
Lecturer  on  Surgery  at,  Guy's  Hospital ;  82,  Brook 
Street,  W.     (C.  1867-9,  V.P.  1884.)     Trans.  5. 

Orig.  Memb.  Edis,  Arthur  "W.,  M.D.  (C),  Obstetric  Physician 
to,  and  Lecturer  on  Midwifery  at,  the  Middlesex 
Hospital ;  22,  Wimpole  Street,  Cavendish  Square, 
W.     (C.  1884.)     Trans.  1. 
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Elected 

1882  Emond,  Emile,  M.D.,  Mont  Dore,  Auvergne,  and 
113,  Boulevard  Beaumarchais,  Paris. 

1881  English,  Thomas  Johnston,  M.D.,  128,  Eulhara 
Eoad,  S.W. 
Ori(jf.  Metnb.  Ebichsen,  John  E.,  LL.D.,  E.E.S.,  Surgeon  Extra- 
ordinary to  H.M.  the  Queen ;  Emeritus  Professor 
of  Surgery  at  University  College,  and  Consulting 
Surgeon  to  University  College  Hospital ;  6,  Caven- 
dish Place,  Cavendish  Square,  W.    (V.P.  1869-71.) 

1868  Evans,  Julian,  M.B.,  Physician,  Yictoria  Hospital 
for  Children ;  123,  Einborough  Eoad,  Eedclyffe 
Square,  S.W. 

1877  EwAET,  William,  M.B.  (C),  Assistant  Physician  to, 

and  Lecturer  on  Physiology  at,  St.  George's  Hos- 
pital ;  33,  Curzon  Street,  Mayfair,  W.     (C.  1884.) 

1868        Eairbank,   Frederick    Eotsxon,   M.D.,   46,   Hall 

Gate,  Doncaster.     Trans.  1. 
1872        Eenwick,  J.  C.  J.,  M.B.,  16,  Old  Elvet,  Durham. 

1878  Field,  George  P.,  Aural  Surgeon  to  St.  Mary's  Hospi- 

tal ;  31,  Lower  Seymour  Street,  Portman  Square,  W. 

1876  FiNLAT,  David  White,  M.D.,  Assistant  Physician 
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Trans.  3. 
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W.     (C.  1883-4.)     Trans.  3. 

1881  Makins,   George    Henet,    St.   Thomas's   Hospital, 

Albert  Embankment,  S.E. 

Ori^.  Memb,  Maecet,    William,   M.D.,   F.R.S.,    39,    Grosvenor 
Street,  W.     (C.  1867-9.)     Trans.  1. 

1868  Maesh,  F.  Howaed,  Assistant  Surgeon  to  St.  Bar- 
tholomew's Hospital,  and  Surgeon  to  the  Hospital 
for  Sick  Children ;  36,  Bruton  Street,  Berkeley 
Square,  W.  (C.  1876-7,  1881-83,  S.  1878-80.) 
Trans.  9,  G.S.  2. 

1875  Maeshall,   F.    J.,    Resident    Medical    OflScer,   St 

George's  Hospital,  W. 

1868  tMAT,  EnwAED  Hoopee,  M.D.,  High  Cross,  Totten- 
ham, Middlesex,  N. 

1868  Meadows,  Alfeed,  M.D.,  Physician-Accoucheur  to, 
and  Lecturer  on  Midwifery  at,  St.  Mary's  Hospital ; 
27,  George  Street,  Hanover  Square,  W.  (C.  1871- 
4.)     Trans.  1. 

1876  Melladew,  H.  F.  L.,  MD.,  Surgeon- Major,  Royal 

Horse  Guards  ;  Hyde  Park  Barracks,  W. 

1878  Meeedith,  William  Appleton,  M.B.,  CM.,  Sur- 
geon to  the  Samaritan  Free  Hospital  for  Women 
and  Children  ;  6,  Queen  Anne  Street,  Cavendish 
Square,  W. 

1873  MiCKLE,  William  Julius,  M.D.,  Physician  Superin- 
tendent, Grove  Hall  Asylum,  Bow,  E, 

1877  MiLNEE,  Edwaed,  Surgeon  to  the  Lock  Hospital 

32,  New  Cavendish  Street,  Portland  Place,  W. 

1882  Monet,    Angel,  M.D.,  Assistant   Physician  to  the 

City  of  London  Hospital  for  Diseases  of  the  Chest, 
Victoria  Park  ;  14,  Langham  Place,  Regent  Street, 
W.     Trans.  1. 
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Elected 

1874  MoEGAN,  John  Hammond  (C),  Assistant  Surgeon  to 

the  Charing  Cross  Hospital,  and  to  the  Hospital  for 
Sick  Children;  68,  Grosvenor  Street,  W.  (C. 
1883^.)     Trans.  1,  C.S.  2. 

1877  MoEEis,  Henhy,  M.B.  (C),  Surgeon  to,  and  Lecturer 
on  Surgery  at,  the  Middlesex  Hospital ;  2,  Mans- 
field Street,  Portland  Place,  W.  (C.  1884.)  Trans.  5. 

1877  MoEETS,  Malcolm  Alex.,  Lecturer  on  Skin  Diseases 

at  St.  Mary's  Hospital ;  G3,  Montagu  Square,  "W. 
Trans.  1. 

1879  MoTJLLiN,  Chaeles  "W.  Mansell,  Assistant  Surgeon 
to  the  London  Hospital ;  69,  Wimpole  Street, 
Cavendish  Square,  W.     Trans.  1. 

Orig.  Memh.  Moxon,  "Waltee,  M.D.,  F.L  S.,  Physician  to,  and 
Lecturer  on  Medicine  at,  Guy's  Hospital;  6, 
Pinsbury  Circus,  E.C.     (C.  1874-6.)     Trans.  2. 

1878  Muiu,  J.  C.  Pollock,  44,  Cornwall  Koad,  Westbourne 

Park,  W. 

1875  Mfepht,  Shielet  P.,  158,  Camden  Eoad,  N.W. 

1883  MuEEAT,  Hubeet  Montague,  M.B.,  Medical  Eegis- 
trar  to  Charing  Cross  Hospital;  Gothic  Villa, 
Canonbury,  N. 

1868  Mtees,  Aethue  Bowen  Eichaeds,  Surgeon  to  Ist 
Battalion  of  the  Coldstream  Guards ;  Vincent 
Square, Westminster,  S.W.    (C.  1877-9.)    Trans.l. 

1882        Mtees,  A.  T.,  M.D.,  24,  Clarges  Street,  Piccadilly, 

1873  Mtetle,  Andeew  S.,  M.D.,  8,  Park  Parade,  Harro- 

gate. 

1874  Nankitell,   Aethue  "Wolcot,  Eesident   Surgeon, 

St.  Bartholomew's  Hospital,  Chatham. 

1875  Nettleship,    Edwaed,    Ophthalmic     Surgeon    to, 

and  Lecturer  on  Ophthalmology  at,  St.  Thomas's 
Hospital ;  5,  "Wimpole  Street,  Cavendish  Square, 
W.     (C.  1881-82.)    Trans.  2. 

Orig.  Memb.  Noeton,  Aethue  Teeheen,  Surgeon  to,  and  Lecturer 
on  Surgery  at,  St.  Mary's  Hospital ;  6,  Wimpole 
Street,  W.     (C.  1874-6.)     Trans.  6. 

Orig.  Memb.  Nunn,  Thomas  William,  Consulting  Surgeon  to  the 
Middlesex  Hospital ;  8,  Stratford  Place,  Oxford 
Street,  W.     (C.  1873-74.)     Trans.  5. 
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Elected 

1880  O'Connor,  Beknaed,  M.D.,  Physician  to  the  North 

London  Hospital  for  Consumption,  and  Physician 
to  the  "Westminster  GTeneral  Dispensary  ;  6,  JN'ot- 
tingbam  Terrace,  York  Gate,  Regent's  Square,  "W. 
Trans.  1. 

Orig.  Memh.  Ogle,  John  "William,  M.D.  (V.P.).  Consulting 
Physician  to  St.  George's  Hospital ;  30,  Cavendish 
Square,  "W.     (C.  1867-8,  V.P.  1884.)     Trans.  6. 

1868  fOoLE,  "William,  M.D.,  Physician  to  the  Derbyshire 
General  Infirmary  ;  98,  Eriar  Gate,  Derby. 

1883         Oliver,  Gboege,  M.D.,  "West  End  Park,  Harrogate. 

1868  Oppeet,  Feanz,  M.D. ;  128,  Leipzigerstrasse,  Ger- 
many.    Trans.  1. 

1877  Oed,  William  Millee,  M.D.  (C),  Physician  to,  and 
Lecturer  on  Medicine  at,  St.  Thomas's  Hospital ; 
7,  Brook  Street,  Hanover  Square,  W.  (C.  1882-4.) 
Trans.  5. 

1883  OiiTON,  Geoege  Hunt,  M.B.,  30,  Lower  Phillimore 
Place,  Kensington,  S.W. 

1877  Owen,  Isambaed,  M.D.,  Assistant  Physician  to  St. 
George's  Hospital ;  5,  Hertford  Street,  Mayfair, 
"W.     Trans.  1. 

1875  Page,  Heebeet  "W.,  M.C,  M.B.  (C),  Surgeon  (with 
charge  of  Out-patients)  to,  and  Joint-Lecturer 
on  Surgery  at,  St.  Mary's  Hospital ;  146,  Harlej 
Street,  W.     (C.  1882-4.)     Trans.  1. 

1873  Paekee,  Robeet  "William  (C),  Assistant  Surgeon, 
East  London  Hospital  for  Children  ;  8,  Old  Caven- 
dish Street,  "W.     (C.  1882-4.)     Trans.  4,  G.S.  3. 

1881  Paekee,  Eushton,  M.B.,  Professor  of  Surgery  in 

University  College,  Liverpool,  and  Assistant  Sur- 
geon    Liverpool    Royal    Infirmary ;    61,   Rodney 
Street,  Liverpool.     Trans.  1. 
1881         Pasteue,  "William,  19,  Queen  Street,  May  Pair,  "W. 

1883  Paul,  John  Liston,  M.D.,  43,  Queensborough  Ter- 
race, "W. 

Orig.  Memb.  Payt,  Eeedeeick  William,  M.D.,  E.R.S.  (V.P.), 
Physician  to  Guy's  Hospital ;  35,  Grosvenor  Street, 
W.     (C.  1869-71,  V.P.  1882-4.)     Trans.  3. 

1879  Peel,  Robeet,  130,  Collins  Street  East,  Melbourne, 
Victoria. 
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1882  Peppeb,  Augustus  Joseph,  M.S.,  M.B.,  Surgeon  to 

St.  Mary's  Hospital;  122,  Gower  Street,  W.C. 
Trans.  1. 
1874  Phillips,  Chaeles  Douglas  P.,  M.D.,  10,  Henrietta 
Street,  Cavendish  Square,  W. 
Oriff.  Memh.  Pick,  Thomas  Pickeeing,  Surgeon  to,  and  Lecturer 
on  Surgery  at,  St.  George's  Hospital ;  Surgeon  to 
the  Belgrave  Hospital  for  Children ;  18,  Portman 
Street,  Portman  Square,  W.  (S.  1874-7,  C.  1878- 
80.)     Trans.  3. 

1883  Pitts,  Beenaed,  M.A.,  M.C.,  Assistant  Surgeon,  St. 

Thomas's  Hospital ;  31,  Harley  Street,  "W. 

1871         fPLATNE,  Alfeed,  M.B.,  Maidenhead. 

1868  Pollock,  James  Edwaed,M.D.,  Consulting  Physician 
to  the  Hospital  for  Consumption  and  Diseases  of  the 
Chest ;  52,  Upper  Brook  Street,  Grosvenor  Square, 
W.     (C.  1878-80.) 

1871  Pooee,  Geoege  Vitian,  M.D.,  Professor  of  Medical 
Jurisprudence  in  University  College,  and  Assistant 
Physician  to  University  College  Hospital ;  30, 
Wimpole  Street,  W.     (C.  1879-81.)     Trans.  2. 

1873  Poet,  Heineich,  M.D.,  Physician  to  the  German 
Hospital;  48,  Finsbury  Square,  E.C. 

1881  Powell,  H.  A.,  M.A.,  Elm  Cottage,  Beckenham, 
Kent. 

Oriff.  Memb.  Powell,  R.  Douglas,  M.D.,  Physician  to  the  Middle- 
sex Hospital ;  Physician  to  the  Hospital  for  Con- 
sumption and.  Diseases  of  the  Chest,  Brompton  ; 
62,  "Wimpole  Street,  Cavendish  Square,  W.  (C. 
1874-76.)     Trans.  4. 

1868  Peentis,  Chaeles,  Surgeon-Major,  Bengal  Medical 
Service ;  India. 

1884  Pte-Smith,  Philip  Henet,  M.D.,  Physician  to,  and 
Lecturer  on  Medicine  at,  Guy's  Hospital ;  Ex- 
aminer in  Physiology  at  the  University  of  London  ; 
54,  Harley  Street,  Cavendish  Square,  W. 

Orig.  Memb.  Quain,  Eichaed,  M.D.,  E.R.S.,  Consulting  Physician 
to  the  Hospital  for  Consumption  and  Diseases  of 
the  Chest ;  67,  Harley  Street,  W.     (C.  1867-9.) 

Orig.  Memb.  Eamskill,  J.  Spence,  M.D.,  Consulting  Physician  to 
the  London  Hospital ;  Senior  Physician  to  the 
National  Hospital  for  the  Paralysed  and  Epileptic ; 
6,  St.  Helen's  Place,  Bishopsgate  Street,  E.C. 
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Elected 

1873  Eansfoed,  GirroBD  (C),  27,  Gloucester  Place,  Hyde 

Park,  W.     (C.  1884.) 
1868        Easch,  Adolphus  A.,  M.D.,  Physician  for  Diseases 

of  Women   to   the  G-erman   Hospital;    7,  South 

Street,  Pinsbury  Square,  E.G. 
1877        Eatner,  Henry,  M.D.,  Lecturer  on  Mental  Diseases 

at    St.    Thomas's    Hospital ;    Middlesex    County 

Lunatic  Asylum,  Hanwell,  "W. 
1883        Eead,  Thomas  Laurence,  11,  Petersham  Terrace, 

Queen's  Gate,  W. 

1874  Eee,  Peederick  G.,  Eoyal  India  Asylum,  Ealing,  W. 
Ori^.  Memb.  Eees,    George    Owen,    M.D.,    P.E.S.,   Consulting 

Physician  to  Guy's  Hospital ;  26,  Albemarle  Street, 
Piccadilly,  W.     (V.P.  1871-3.) 
1868        Eeeves,  Henry  A.,  Assistant  Surgeon  to  the  London 
Hospital ;  78,  Grosvenor  Street,  W.     Trans.  2. 

Orig.  Memb.  Eetnolds,  John  Kussell,  M.D.,  F.E.S.,  Consulting 
Physician    to   University   College    Hospital;    38, 
Grosvenor  Street,  W.     (C.  1867-8.) 
1868        EiCE,  Michael  W.,  M.D.     (C.  1876-8.) 
1883        EiNG,  Edmund  Cuthbert,  Salisbury  Club,  10,  St. 
James'  Square,  S.W. 
Orig.  Memb.  Einger,  Sydney,  M.D.,  Professor  of  the  Principles 
and  Practice  of   Medicine  in  University  College, 
and  Physician  to  University  College  Hospital ;  15, 
Cavendish  Place,  W.     (C.  1871-2.) 
1877        EiviNGTON,  "Walter,  M.S.,  M.B.,  Surgeon  to,  and 
Lecturer  on  Anatomy  at,  the  London  Hospital ; 
22,  Pinsbury  Square,  E.C.    Trans.  2. 

1873  fEoBERTs,  David  Lloyd,  M.D.,  Physician  to  St. 
Mary's  Hospital,  Manchester ;  23,  St.  John  Street 
Manchester. 

1883  Egberts,  Prederick  Thomas,  M.D.,  Professor  of 
Materia  Medica  and  Therapeutics  in  University 
College,  London,  and  Physician  to  University  Col- 
lege Hospital ;  Physician  to  the  Hospital  for  Con- 
sumption, Brompton ;  Examiner  in  Materia  Medica 
in  the  University  of  London;  63,  Harley  Street, 
Cavendish  Square,  W. 

1875  EoGEES,  William  Eichard,  M.D.,  56,  Berners 
Street,  Oxford  Street,  W. 

1877  EoTH,  Bernard  M.  S.,  48,  Wimpole  Street,  W.,  and 
Eossmore,  Preston  Eoad,  Brighton.  Trans,  1,  G.S.  2. 
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Elected 
Oriff.  Memh.  RousE,  James,  Surgeon  to  St.  George's  Hospital,  and 
to  the  Royal  Ophthalmic  Hospital,  Charing  Cross  ; 
2,   Wilton    Street,   Grosvenor  Place,   S.W.      (C. 
1875-7.)     Trans.  1. 

1874  Rowland,  Edwaed  R.,  Pelham  Lodge,  Isleworth. 
1882        Sainsbuet,  Haeeington,  M.D.,  27,  Gower  Street, 

W.C. 

1868  Sandeeson,  Hugh  James,  M.D.,  26,  Upper  Berkeley- 

Street,  W. 
Orig.  Memh.  Sandeeson,  John  Buedon,   M.D.,    LL.D.,  F.R.S., 
Waynflete  Professor  of  Physiology  in  the  University 
of  Oxford ;  50,  Banbury  Road,  Oxford.     (S.  1867-9, 
C.  1870,  V.P.  1871-3.)     Trans.  3. 

1878  Sangstee,  Alfeed,  M.B.,  Lecturer  on  Skin  Diseases 
at  the  Charing  Cross  Hospital ;  6,  Savile  Row,  "W. 
Trans.  4. 

1873  Sayage,  Geoege  Henet,  M.D.,  Bethlem  Royal  Hos- 
pital, St.  George's  Road,  S.E.     (C.  1882-3.) 

1877  Seaton,  Edwaed,  M.D.,  Physician  to  the  Nottingham 

General  Dispensary ;  8,  Oxford  Street,  Nottingham . 

1869  Sedgwick,  Leokaed  "Wflliam,  M.D.,  2,  Gloucester 

Terrace,  Hyde  Park,  W.     (C.  1879-81.) 

1878  Semon,  Eelix,  M.D.,  Assistant  Physician  for  Diseases 

of  the  Throat  to  St.  Thomas's  Hospital ;  59,  Wel- 
beck  Street,  Cavendish  Square,  W.     Trans.  4. 

1884  Shaeket,  Setmotje  J.,  M.B.,  Assistant  Physician  to 
St.  Thomas's  Hospital ;  2,  Portland  Place,  W. 

1875  Sheewood,  Aethub  Paul,  8,  Seaside  Road,  East- 

bourne. 
Orig.  Memh.  Sibley,    Septimus     "William,     7,    Harley    Street, 
Cavendish  Square,  W.     (C.  1871-4.) 

Orig.  Memh.  Simon,  John,  C.B.,  D.C.L.,  E.R.S.,  Consulting  Sur- 
geon to  St.  Thomas's  Hospital ;  40,  Kensington 
Square,  W.     (V.P.  1867-70.) 

1879  Skeeeitt,  Edwaed  Maekham,  M.D.,  Physician  to 

the  Bristol  General  Hospital,  Lecturer  on  Medicine 
at  the  Bristol  Medical  School ;  Coburg  Villa,  Rich- 
mond Hill,  Clifton,  Bristol.     Trans.  2. 

1877  Skinnee,  "William  A.,  45,  Lower  Belgrave  Street, 
Eaton  Square,  S,"W. 

1872  Slight,  Geoege,  M.D,,  3,  Clifford  Street,  Bond 
Street,  W. 
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Elected 
1882  Smith,  E.  Noble,  Senior  Surgeon,  and  Surgeon  to 
the  Ortliopsedic  Department,  of  the  Farringdon 
Dispensary ;  24,  Queen  Anne  Street,  Cavendish 
Square,  W.  Trans.  1. 
18G8  Smith,  Heywood,  M.D.,  Physician  to  the  Hospital 
for  Women,  and  Physician  to  the  British  Lying-in 
Hospital ;  18,  Harley  Street,  Cavendish  Square,  "W. 

1868         Smith,  Peotheege,  M.D.,  Physician  to  the  Hospital 
for  Women ;  42,  Park  Street,  Grosvenor  Square,  W. 

1884         Smith,  E.  Percy,  M.D.,  Eesident  Assistant  Physi- 
cian, St.  Thomas's  Hospital,  S.E. 

Oriff.  Memb.  Smith,  Thomas,  Surgeon  to,  and  Lecturer  on 
Clinical  Surgery  at,  St.  Bartholomew's  Hospital, 
and  Surgeon  to  the  Hospital  for  Sick  Children  ;  5, 
Stratford  Place,  Oxford  Street,  W.  (C.  1869-71, 
V.P.  1880-82.)     Trans.  13. 

1875  Smith,  T.  Gilb aet,  M. A.,  M.D.  (C.) ,  Assistant  Physi- 

cian to  the  London  Hospital ;  Physician  to  the  Eoyal 

Hospital  for  Diseases  of  the  Chest,  City  Eoad ;  68, 

•  Harley  Street,  Cavendish  Square,  W.    (C.  1883-4.) 

1873        Smith,  William  Johnson,  Surgeon  to  the  Seamen's 
Hospital,  Greenwich,  S.E. 

1873        Smith,  William  Wilbeefoece,  M.D.,  14,  Stratford 
Place,  Oxford  Street,  W. 

1883  Smith,  Winckwoexh  Tonge,  M.D.,  129,  Ladbroke 
Grove,  W. 

1868  Snow,  William  V.,  M.D.,  Eichmond  Gardens, 
Bournemouth. 

Oriff.  Memb.  Southet,  Eeginald,  M.D.  (Y.P.),  Commissioner  in 
Lunacy,  32,  Grosvenor  Eoad,  Pimlico,  W.  (C. 
1867-70,  1876-8,  S.  1873-5,  V.P.  1883-4.)  Trans. 
16. 

1882  Spoonee,  Eeedeeick  Henet,  M.D.,  Howard  House, 
Clapton,  E. 

1876  Squiee,  a.  Balmanno,  M.B.,  24,  Weymouth  Street, 

Portland  Place,  W.     Trans.  5. 

1879  Staples,  Eeancis  Pateick,  late  Assistant  Professor  of 
Military  Surgery,  Netley  ;  Army  Medical  Depart- 
ment, Eoyal  Victoria  Hospital,  Netley,  and  Junior 
Army  and  Navy  Club,  King  Street,  St.  James', 
S.W.     [Station  Hospital,  Gibraltar]. 
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Elected 

1871  Stewaet,  "William    Edward,    16,   Harley    Street, 

Cavendish  Square,  W. 
1874  tSiiELiNG,  Edward  C,  M.D.,  late  Assistant  Sur- 
geon to,  and  Lecturer  on  Physiology  at,  St. 
George's  Hospital ;  Adelaide,  South  Australia, 
[care  of  T.  Gemmell,  Esq.,  32,  The  Grove,  Boltons, 
S.W.] 

1881  Stokes,    Henet    Eeasee,  258,    St,    Paul's    Eoad, 

Highbury. 

1878  Stokes,  William,  M.D.,  Professor  of  Surgery, 
Eoyal  College  of  Surgeons,  Ireland  ;  Surgeon  to 
the  Eichmond  Surgical  Hospital  ;  5,  Merrion 
Square  North,  Dublin.     Trans.  2. 

1884  Stonham,  Charles,  Senior  Demonstrator  of  Anatomy 
at  University  College,  129,  Gower  Street,  W.C, 
C.S.  1. 

1878  Strugnell,  Eeedeeick  "William,  45,Highgate  Eoad, 
Highgate,  N. 

1878  tSiURGE,  William  Allen,  M.D.,late  Assistant  Phy- 
sician to  the  Eoyal  Free  Hospital ;  9,  Eue  Long- 
champ,  Nice,  Alpes  Maritimes,  France.     Trans.  4. 

1872  *Sijtherland,  Henrt,  M.D.,  Lecturer  on  Insanity, 

"Westminster     Hospital;     6,    Eichmond    Terrace, 
"Whitehall,  S.W.     Trans.  1. 
1868        Stjtbo,  Sigismund,  M.D.,  Senior  Physician  to  the 
German  Hospital ;  37a,  Finsbury  Square,  E.G. 

Orig.  Memb.  Sutton,  Henrt  Gawen,  M.B.,  Physician  to,  and 
Lecturer  on  Pathology  at,  the  London  Hospital, 
and  Physician  to  the  City  of  London  Hospital  for 
Diseases  of  the  Chest ;  9,  Finsbury  Square,  E.G. 
(C.  1878.)     Trans.  2. 

1882  Stmonds,    Charters  James,  M.S.,  Assistant  Sur- 

geon to  Guy's  Hospital ;  16,  St.  Thomas's  Street, 
S.E.     Trans.  1,  G.S.  1. 

1868  Tatham,  John,  M.D.,  Physician  to  the  Hospital  for 
Consumption  and  Diseases  of  the  Chest ;  12,  George 
Street,  Hanover  Square,  W. 

1878  Tatler,  Francis  Thomas,  B.A.,  M.B.,  224,  Lewis- 
ham  High  Eoad,  S.E. 

1875  Taylor,  Frederick,  M.D.  (C),  Assistant  Physi- 
cian to,  and  Lecturer  on  Materia  Medica  at,  Guy's 
Hospital ;  Physician  to  the  Evelina  Hospital  for 
Sick  Children;  11,  St.  Thomas's  Street,  Southwark, 
S.E.    (S.  1879-81,  C.  1882-4.)    Trans.  9.    G.S.  1. 


List  of  Members.  xlv 

Elected 

1882        Tatloe,    Setmoub,  M.D.,  Physician  to  the  North 

London  Hospital   for   Consumption ;    22,  Taviton 

Street,  Gordon  Square,  W.C. 

Oriff.  Memh.  Teevan,    William    F.,   Mostyn    Villa,    Brockman 

Road,  Folkestone,  Kent.     (C.  1880-2.)     Trans.  8. 

1882  Thin,  Geoege,  M.D.,  22,  Queen  Anne  Street,  Caven- 
dish Square,  W.     Trans.  1. 

Orig.  Memh.  Thompson,  Edmund  Stmes,  M.D.,  Physician  to 
the  Hospital  for  Consumption  and  Diseases  of  the 
Chest  ;  Gresham  Professor  of  Medicine  ;  33, 
Cavendish  Square,  W.     (C.  1880-82.)     Trans.  1. 

Oriff.  Memh.  Thompson,  Sir  Henet,  Knt.,  Surgeon-Extraordinary 
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BEPOET 


OP   THE 


COUNCIL  OF  THE  CLINICAL  SOCIETY, 

December,  1883* 


A  CONSIDERATION  of  the  present  position  of  the  Society 
and  of  the  work  of  the  past  year  enables  the  Council  to 
report  a  very  satisfactory  progress. 

The  number  of  members  has  increased ;  the  financial  con- 
dition is  prosperous;  and  the  recently  published  volume  of 
Transactions  gives  evidence  of  the  large  amount  of  valuable 
information  which  has  been  educed  and  recorded  by  the 
Society's  efforts. 

There  are  now  268  resident,  and  88  non-resident  members; 
21  new  members  having  been  elected  during  the  past  year. 

Four  members  have  resigned  and  8  have  become  non- 
resident. 

The  Society  has  lost  by  death  8  of  its  members,  viz.  :  Mr. 
Walter  Ottley  ;  Dr.  A.  P.  Stewart,  formerly  a  Vice-President ; 
Dr.  A.  Hewan ;  Dr.  G.  Evans ;  Dr.  R.  A.  Warwick ;  Dr.  A. 
S.  Donkin  j  Mr.  J.  Shuter;  and  Dr.  Hilton  Fagge,  one  of  its 
original  members. 

The  balance-sheet  shows  that  besides  the  sum  of  £550 
invested  in  Consols,  there  remains  at  the  bankers  the  sum  of 
£160  lis.  2d. 

The  new  volume  of  the  Transactions  contains,  in  addition 
to  the  usual  communications,  a  record  of  the  living  specimens 
exhibited  to  the  Society,  of  which  descriptions  were  furnished 
on  the  cards  provided  for  the  purpose. 
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1  Report  of  the  Council. 

The  Council  hopes  that  by  this  arrangement  an  account 
will  be  preserved  of  many  interesting  cases,  the  investigation 
of  which  may  not  be  suflSciently  complete  to  allow  of  their 
forming  the  subject  of  one  of  the  ordinary  communications ; 
and  the  Council  takes  this  opportunity  of  reminding  members 
that  cases  exhibited  to  the  Society  will  receive  more  adequate 
attention  and  be  better  understood  if  accompanied  by  the 
descriptive  card  filled  up  in  accordance  with  the  regulations ; 
and  that  only  cases  thus  described  can  be  recorded  in  the 
Transactions. 

During  the  past  year  three  Committees  have  been  ap- 
pointed, one  for  the  examination  of  a  case  of  amputation  at 
the  hip-joint  exhibited  by  the  late  Mr.  Shuter;  one  to  report 
on  the  microscopic  appearances  presented  by  sections  of  skin 
from  a  case  of  leprosy  exhibited  by  Dr.  Tyson ;  and  one  for 
the  investigation  of  the  various  tests  for  albumen  in  the 
urine. 

The  Committee  appointed  to  inquire  into  the  results  of  the 
treatment  of  the  various  forms  of  spina-bifida  by  the  injection 
of  iodo-glycerine  solution,  is  still  at  work. 
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COMMUNICATIONS. 


I. — TJiree  Cases  of  Peritoneal  Abscess  in  Children.     By 
James  F.  Goodhart,  M.D.     Read  October  12,  1883. 

THESE  cases  are  placed  on  record  in  the  Transactions  :  1st, 
because  they  are  uncommon  and  they  may  be  the  means 
of  eliciting  further  information  on  the  subject ;  2ndly,  because 
their  origin  is  obscure ;  and  3rdly,  and  most  important  of  all, 
with  reference  to  their  treatment. 

The  first  case  was  a  girl,  £et.  11.  Four  months  before 
her  admission  she  had  ''  typhoid  fever  "  and  was  in  bed  eight 
weeks.  During  the  seventh  week  she  had  chicken-pox,  and 
at  the  end  of  the  eighth  week  a  large  abscess  formed  at  the 
umbilicus  and  burst.  She  remained  in  bed  with  an  inter- 
mittent discharge  from  the  umbilicus  for  two  months. 

She  was  admitted  into  the  Evelina  Hospital  on  March  31st, 
1882. 

She  was  a  sickly-looking  child,  though  without  any  fever. 
A  sinus  existed  at  the  umbilicus  through  which  a  copious 
purulent  discharge  would  run  on  making  pressure  on  the 
abdominal  walls.  It  was  also  noticed  that,  from  the  epigas- 
trium to  the  navel,  there  was  a  puffy  fulness  and  great  disten- 
sion of  the  veins  of  the  abdominal  wall,  and  this  became  more 
marked  when,  as  it  often  did,  the  discharge  ceased  for  a  time. 
The  discharge  had  no  special  foetor.  After  watching  her  for 
some  days  and  finding  that  the  pus  came  from  the  sinus  by 
deep  pressure  in  all  accessible  parts  of  the  abdomen,  I  could 
come  to  no  other  conclusion  than  that  the  pus  was  from  the 
peritoneal  cavity,  and  I  asked  Mr.  Howse  to  see  her  and 
examine  her  under  chloroform.  This  he  kindly  did  and  the 
result  substantiated  the  opinion  already  formed ;  a  probe  passed 
through  a  considerable  thickness  of  abdominal  wall  and  then 
passed  freely  in  all  directions  some  five  or  six  inches.  There 
could  be  no  doubt  that  it  was  in  the  peritoneal  cavity. 

The  question  of  treatment  had  now  to  be  decided — should 
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the  peritoneum  be  opened  more  freely  or  let  alone.  In  the 
decision  I  was  guided  chiefly  by  the  absence  of  any  deleterious 
symptoms.  The  child  was  free  from  fever  and  did  not  seem 
ill — so  it  was  decided  to  wait  and  watch.  She  was  kept  in 
bed  and  allowed  ordinary  diet.  She  steadily  improved  by 
these  means  alone — the  discharge  gradually  diminished  and 
she  gained  weight.  It  was  persistent  for  two  months  or  more, 
then  it  would  stop  for  some  days  and  run  again ;  but  on 
July  10  it  had  sufficiently  decreased  to  allow  of  her  getting 
up.  There  was  an  occasional  very  slight  discharge  after  this 
so  late  as  September  1 7,  though  it  probably  came  only  from 
the  sinus  or  immediate  neighbourhood  of  the  umbilicus,  and 
she  has  now  been  quite  well  for  some  months  and  is  quite 
strong  and  plump. 

Case  2.  Peritoneal  abscess;  small  incision;  double  em- 
pyema; cheesy  pneumonia;  death. — A  boy,  set.  11,  was 
admitted  into  the  Evelina  Hospital  on  August  29,  1882.  His 
mother  had  died  of  heart  disease  and  his  father  was  laid  up 
with  rheumatic  gout. 

He  had  had  scarlatina  and  dropsy  nine  months  before ;  but 
since  that  time  had  been  well  till  his  present  illness,  which 
began  with  shivering  and  vomiting  four  days  before  his  admis- 
sion, and  which  he  attributed  to  getting  wet  while  out  on  errands. 
He  came  at  first  under  the  care  of  my  colleague.  Dr.  Frederick 
Taylor,  and  was  extremely  ill.  He  lay  on  his  back  with  his 
legs  drawn  up,  his  eyes  sunken,  and  his  tongue  dry  and 
brown.  The  temp.  101"2°.  The  abdomen  was  full,  quite 
motionless  on  respiration,  and  very  tender.  An  indistinct 
mass  could  be  felt  on  the  right  side  of  the  abdomen  above  the 
umbilicus.  The  case  at  this  time  was  exceedingly  obscure. 
Nothing  could  be  detected  by  the  rectum.  The  bowels  were 
confined;  there  was  no  vomiting.  The  urine  contained  a 
trace  of  albumen.  The  only  decided  indications  at  this  time 
— the  abdominal  pain  and  fulness  with  an  indistinct  mass  on 
right  side  above  the  umbilicus — suggested  opiates  internally 
and  poultices  to  the  abdomen.  The  temperature  subsequently 
rose  regularly  every  afternoon  to  102°  and  103°,  and  slowly  a 
diffused  dulness  and  tenderness  became  more  localised  in  the 
hypogastric  region.  The  next  feature  noticeable  was  a  pro* 
trusion  of  the  abdominal  wall  in  this  region,  the  flanks  being 
resonant  and  this  part  dull.  To  make  a  long  story  short  it 
may  be  stated  that  a  thrill  appeared  later  and  the  umbilicus 
became  cedematous  and  red. 

On   September   27  Mr.  Howse    was  asked   to   make   an 
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incision,  and  this  was  done  under  antiseptic  precautions. 
Thin  pus  came  out  in  quantity  and  was  followed  by  an  abun- 
dant escape  of  foetid  gas.  A  long  probe  passed  several  inches 
in  all  directions  into  the  peritoneal  cavity. 

The  aperture  made  being  only  a  small  one,  a  loop  of  silver 
wire  was  passed  to  keep  it  open.  A  great  quantity  of  very 
foetid  pus  continued  to  be  discharged  daily,  but  no  amelioration 
took  place.  On  the  contrary,  the  temperature  remained  hectic 
and  he  became  greatly  exhausted.  So  on  the  19th  October, 
fearing  that  it  was  not  free  enough,  the  opening  was  enlarged 
under  chloroform.  But  neither  did  this  relieve  him.  In  four 
or  five  days,  however,  an  explanation  of  the  failure  offered 
itself  in  the  fact  that  the  left  pleura  began  to  fill  with  fluid, 
and  an  exploratory  puncture  on  October  24  withdrew  some 
very  foetid  pus,  an  incision  was  made  in  the  eighth  space 
and  sixteen  ounces  came  away.  Although  apparently  mori- 
bund on  several  occasions  he  rallied  after  this,  but  within  a 
day  or  two  dulness  and  bronchial  breathing  appeared  at  the 
right  base.  I  punctured  the  pleura,  but  no  fluid  came  away  and 
nothing  further  was  done  at  that  time.  However,  his  breath- 
ing became  more  and  more  embarrassed,  indeed,  for  days 
together  it  seemed  that  he  must  die ;  and  finding  that  the 
tubular  breathing  was  extending  up  the  right  side  it  was 
decided  to  make  an  incision  on  that  side.  We  felt  the  more 
able  to  do  this  now  as  the  left  side  had  in  a  measure  recovered 
itself  and  was  doing  fair  work.  The  discharge  had  diminished 
considerably  and  the  drainage-tube  had  been  discontinued. 
An  incision  was  therefore  made  in  the  eighth  space  on 
November  10.  Only  about  two  drachms  of  thick  curdy  pus 
came  away  at  the  time,  but  the  dressings  were  quickly  and 
repeatedly  saturated  afterwards,  and  it  was  evident  that  the 
pleura  contained  a  good  deal  of  fluid.  His  breathing  was 
considerably  relieved  by  this  measure,  but  his  general  sym- 
ptoms hardly  improved ;  he  still  suffered  from  the  same  hectic 
fever,  and  signs  of  consolidation  made  themselves  apparent  in 
the  left  lung.     He  died  on  the  15th  December. 

The  inspection  showed  the  following  state  of  parts : — 
The  intestinal  coils  were  matted  together  by  organised  adhe- 
sions in  all  parts,  but  these  were  neither  so  extensive  nor 
so  thick  as  one  might  have  supposed  would  result  from  a 
general  suppurative  peritonitis,  yet  there  can  be  no  doubt  that 
such  had  existed  both  from  the  clinical  features  of  the  case,  and 
also  from  the  other  conditions  now  to  be  detailed.  There 
Were  three  locahsed  abscesses  in  the  peritoneum,  one  leading 
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from  the  brim  o£  the  pelvis  downwards,  between  the  rectum 
and  bladder,  into  the  ischio-rectal  fossa ;  it  contained  creamy- 
pus  in  small  quantity  and  was  bounded  by  the  matted  viscera 
(bladder  and  gut) .  Another,  in  similar  adhesions,  lay  between 
the  liver  and  diaphragm ;  it  opened  by  a  sinus  through  the  dia- 
phragm and  pleural  cavity  into  the  incision  made  during  life, 
but  had  become  quite  shut  off  from  the  pleura ;  the  pus  in  this 
was  pultaceous.  The  third  was  between  the  spleen  and  the  dia- 
phragm and  opened  into  the  pleura  and  lung. 

There  was  no  pus  about  the  abdominal  wound  and  no 
obvious  connection  could  be  discovered  between  it  and  the 
pelvic  abscess,  although  no  doubt  the  more  recent  umbilical 
discharge  came  from  it. 

The  caecum,  caecal  appendix,  and  whole  length  of  intestine 
were  examined  carefully  and  no  evidence  of  any  ulceration  or 
disease  of  any  kind  could  be  detected,  nor  was  there  any 
evidence  of  tubercular  disease. 

As  regards  the  lungs  the  left  was  practically  healthy. 
The  abdominal  abscess  had  caught  the  wedge-shaped  edge 
in  opening  through  the  pleura  and  had  perforated  it  in  its 
passage  to  the  surface  of  the  thorax,  but  a  sinus  only  existed, 
and,  shut  off  by  inflammatory  material,  it  could  hardly  be  said 
to  communicate  with  the  lung.  On  the  right  side,  however, 
the  abscess  had  burrowed  into  the  lung  and  had  produced  a 
cheesy  pneumonia  which  had  extended  to  the  greater  part  of 
the  lung.  On  this  point  I  would  say  that  the  appearances 
of  the  disease  were  such  as  some  might  be  disposed  to  call 
tubercular,  but  it  was  all  of  one  piece,  there  was  no  outlying 
tubercle  in  any  part.  This  cheesy  change  may  certainly  be 
produced  in  lungs  by  non-tubercular  processes,  such  as  the 
pressure  of  aneurisms,  &c. ;  and  during  life  the  progress  of 
the  disease  could  be  traced  from  the  base  of  the  lung  upwards, 
making  it  clear  to  me  that  the  lung  disease  was  purely  conse- 
quent upon  the  burrowing  of  the  peritoneal  abscess  into  the 
lung,  and  not  tubercular.  The  solid  viscera  were  lardaceous. 
There  was  no  evidence  of  any  long-standing  disease  of  the 
kidneys. 

The  post-mortem  examination  seems  particularly  valuable 
in  two  ways ;  first,  it  took  away  the  suspicion  of  tubercle  and 
presents  the  case  as  one  of  simple  suppurative  peritonitis ;  and 
secondly,  it  demonstrated  the  presence  of  a  cause  of  death 
which  had  been  apprehended  from  the  commencement,  viz. 
the  localisation  of  abscesses  in  the  hypochondria,  and  which 
unhappily  we  did  not  successfully  combat. 
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I  would  add,  as  an  interesting  feature  of  the  case,  though 
beside  the  immediate  point,  that  as  a  natural  result  of  depriving 
the  child  of  the  bases  of  the  lungs,  which  had  been  done  very 
effectually,  I  suppose,  by  incising  the  chest  on  each  side,  the 
shape  of  the  chest  altered  materially  and  became  pigeoned. 
It  was  very  prominent  in  front,  the  sternum  and  costal  carti- 
lages pointing  forwards,  and  both  lungs  were  very  emphyse- 
matous at  this  part. 

Case  3.  Peritoneal  ahscess  ;  incision  ;  cure. — A  girl,  set.  5, 
was  sent  into  the  Evelina  Hospital  for  supposed  retention  of 
urine.  Her  illness  had  begun  six  weeks  before  with  inflam- 
mation of  the  bowels.  She  was  sick,  and  had  severe  diar- 
rhoea. She  was  pale  and  delicate-looking,  temp.  99*6° ;  the 
abdomen  was  of  peculiar  shape,  bulging  prominently  forward 
below  the  umbilicus  in  the  median  line  like  the  abdomen  of 
pregnancy  in  miniature.  This  part  was  dull  and  gave  an 
obscure  thrill  above  the  umbilicus  ;  a  hard  band  ran  obliquely 
across  the  abdomen  from  below  upwards  towards  the  tip  of 
left  tenth  rib.  The  temperature  was  somewhat  erratic,  so  at 
the  end  of  a  week  I  introduced  an  exploring  syringe  two  inches 
below  umbilicus  and  withdrew  some  thick,  dirty-looking,  and 
fetid  pus.  Two  days  later  a  free  incision  was  made  in  the 
median  line,  and  ten  ounces  of  thick,  curdy,  very  fetid  pus  were 
let  out.  The  finger,  passed  into  the  cavity,  felt  what  appeared 
to  be  intestine  covered  behind  by  omentum  ;  above,  the  cavity 
was  limited  by  an  adhesion  to  the  abdominal  wall,  which  consti- 
tuted the  band  which  could  be  felt  from  outside ;  away  to  the 
left  the  limits  could  not  be  reached. 

The  incision  was  made  and  dressed  under  antiseptic  pre- 
cautions and  a  drainage-tube  was  left  in  the  abscess,  but  only 
for  a  few  days.  By  December  1st  the  discharge  had  almost 
ceased.  The  superficial  wound  was  some  six  weeks  in  healing, 
but  the  child  has  now  been  quite  well  for  some  weeks. 

Rertiarhs. — I  shall  confine  myself  to  the  one  question  of 
treatment ;  and  the  first  case  might  be  dismissed  at  once,  seeing 
that  the  child  came  with  a  discharging  sinus  only,  were  it  not 
that  it  practically  raised  the  same  question  for  solution  as  the 
others.  What  passed  through  my  mind  with  regard  to  it  was 
this  :  pus  in  the  peritoneum  has  a  tendency  to  shut  itself  off 
in  those  parts  towards  which  it  gravitates,  viz.  in  each  hypo- 
chondrium  and  in  the  pelvis.  If  the  sinus  be  left  is  there  not 
more  risk  of  this  than  there  would  be  in  making  a  free  inci- 
sion ?  On  the  other  hand,  there  is  the  difficulty  of  thoroughly 
draining  the  peritoneal  cavity ;  while  the  probability  was  that 
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in  this,  an  already  somewliat  prolonged  case,  tliat  risk  had 
already  gone  by.  Adhesions  must  have  formed,  and  fever  was 
absent.  These  things  iaduced  us  to  let  the  parts  alone,  and 
we  are  at  any  rate  justified  by  the  result. 

In  the  second  case,  appealing  to  the  same  test,  we  made  a 
mistake,  and  I  certainly  regret  that  the  incision  was  small 
instead  of  free,  and  that  it  was  not  made  earlier  than  it  was. 
Possibly  by  a  more  active  use  of  the  exploring  syringe,  an  earlier 
incision  might  have  been  made,  the  bagging  of  pus  in  the  hypo- 
chondria prevented,  and  the  child's  life  saved.  I  am  the  more 
inclined  to  think  this  might  have  been  so  from  the  tenacity  of 
life  exhibited  by  the  boy  on  several  occasions  when  we  thought 
it  was  a  question  of  hours  with  him. 

The  decision  of  the  question  is,  however,  one  of  some  diffi- 
culty, and  one  may  venture  to  doubt  whether  it  can  be  settled 
off  hand  by  surgical  canons  or  by  the  light  of  other  experience. 
It  might,  I  know,  be  said  that  free  drainage  of  the  peritoneum 
after  ovarian  operations  presents  few  difficulties  that  cannot  be 
surmounted,  and  the  practice  has  proved  to  be  very  successful. 
But,  granting  all  that,  in  these  cases  there  is  pus,  as  one  may 
say,  out  in  the  open.  The  nature  of  the  case  is  obscure,  we 
do  not  know  what  may  be  behind  it  in  the  shape  of 
ulceration  of  the  intestine,  cheesy  glands,  &c.  There  is  the 
tendency  of  pus  to  shut  itself  up  here,  there,  and  everywhere 
amid  adhesions,  and  thus  the  risks  have  to  be  faced  of  doing- 
no  good  or  of  inviting  a  prolonged  suppuration  with  the  very 
probable  outcome  of  the  supervention  of  lardaceous  degenera- 
tion in  the  end. 

My  own  feeling  will  in  the  future,  notwithstanding,  be  in 
favour  of  free  incision,  and  I  cannot  but  suspect  that  so  also 
will  be  the  feeling  of  those  who  may  be  inclined  to  discuss 
the  matter. 

It  was  a  curious  coincidence  which  brought  a  third  case 
under  my  notice  of  what  must,  I  think,  be  a  rare  complaint,  as 
I  have  seen  no  others  in  children,  while  yet  one  was  still  in 
the  ward  and  the  first  had  only  just  left  it.  The  last  case  no 
doubt  profited  by  the  attention  given  to  the  others,  and  a 
free  incision  was  made  early ;  perhaps  hence  the  good  result. 
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II. — An  Anomalous  Gase  of  Disseminated  GerebrO' 
Spinal  Sclerosis  (ivith  Autopsy).  By  H.  Charlton 
Bastian,  M.D.,  F.R.S.     Bead  October  12,  1883. 

THIS  case  is  one  wliicli  presents  many  points  of  interest. 
It  is  chiefly  remarkable  in  respect  of  the  following  pecu- 
liarities :  the  fact  of  the  unusually  advanced  age  at  which  the 
patient  began  to  suffer  from  this  disease ;  the  concentration 
of  the  morbid  processes  for  a  long  time  in  the  medulla 
oblongata;  the  ultimately  symmetrical  development  of  the 
lesions  in  this  situation  after  the  lapse  of  a  long  interval ;  the 
absence  (at  all  stages  of  the  disease)  of  the  commonly  existing 
tremors  on  movement ;  the  absence  of  convulsions,  although 
the  medulla  and  pons  were  so  much  affected;  and  the  easy 
production  of  the  so-called  "tache  cerebral e "  and  of  "facti- 
tious urticaria"  over  long  periods  of  a  non-febrile  illness. 

The  patient,  Joseph  H.,  had  been  under  observation  from 
time  to  time  at  University  College  Hospital  since  the  year 
1877.  He  died  on  March  24,  1882,  being  then  sixty-two 
years  of  age.  The  following  is  an  abstract  of  notes  taken 
at  different  periods.* 

His  mother  died  of  apoplexy,  one  brother  died  of  "  para- 
lysis," another  had  fits  in  youth  and  then  sciatica.  When  young 
the  patient  spent  ten  years  in  India,  where  he  had  jungle  fever 
and  ague ;  no  history  of  syphilis.  "When  thirty  he  had  dysenteiy. 
For  the  twenty  years  preceding  his  illness  he  lived  in  London ; 
he  was  a  commercial  traveller,  and  often  drank  neat  spirits  in 
excess.  Since  his  thirty -first  year  he  has  had  frequent  attacks 
of  rheumatic  gout.  In  August,  1868  (^t.  49),  he  fell  down  a 
flight  of  stone  steps  and  hurt  the  right  side  of  his  back  and 
right  arm  ;  in  consequence  of  this  fall  he  remained  in  bed  one 
day,  and  was  unable  to  work  for  three  weeks.  The  patient 
himself  dates  his  present  illness  from  February,  1870,  i.e. 
about  eighteen  months  after  the  fall.  He  then  noticed :  (1) 
a  dragging  of  the  left  foot  in  walking ;  (2)  tingling  at  the  tips 
of  left  fingers  ;  (3)  deafness  in  left  ear.  In  twelve  months  he 
could  walk  as  well  as  ever,  but  the  tingling  and  deafness 
continued. 

About  four  and  a  half  years  later  (five  years  before  death) 

*  This  abstract  has  been  made  from  two  other  abstracts,  referring  to  different 
periods,  which  were  compiled  by  my  late  house  physicians.  Dr.  Dawson  Williams 
and  Mr.  W.  D.  Halliburton,  B.Sc. 
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the  left  leg  again  began  to  be  weak ;  lie  was  in  the  National 
Hospital,  in  Queen  Square,  for  a  month.  While  there  his  right 
leg  and  arm  became  weak,  and  deafness  on  the  right  side  also 
came  on.  In  August,  1876,  he  began  to  have  pain  in  the 
lumbar  region,  and  from  this  time  he  got  gradually  worse. 
In  October,  1877,  he  was  admitted  under  Dr.  Wilson  Fox  into 
University  College  Hospital.  He  then  had  paresis  in  all  limbs, 
tingling  in  both  hands,  deafness  and  noises  in  both  ears, 
giddiness,  headache,  and  pains  in  the  eyeballs.  There  was 
no  distinct  mental  defect,  but  his  speech  was  indistinct  and 
slow,  with  separate  pronunciation  of  each  syllable.  Sight 
better  with  the  left  than  the  right  eye.  He  could  hear  a 
watch  on  each  side  only  at  a  very  short  distance,  but  could  hear 
distinct  sounds  and  slow  speech  at  a  greater  distance.  Motor 
cranial  nerves  not  distinctly  affected.  Deglutition  natural. 
There  was  numbness  of  the  tips  of  the  fingers  and,  to  a  less 
extent,  of  the  lower  extremities,  but  no  distinct  impairment  of 
sensibility  anywhere.  There  was  some  pain  on  rotation  in  the 
cervical  region  of  the  spine.  He  was  only  with  difficulty  able 
to  keep  his  balance  when  on  his  legs,  and  then  felt  very  giddy. 
His  legs  were  very  weak,  and  in  walking  he  dragged  his  toes 
along  the  ground,  the  feet  being  widely  separated.  There 
was  considerable  rigidity  of  both  legs,  varying  in  amount  at 
times,  but  this  was  less  marked  in  the  arms  and  trunk.  The 
legs  were  habitually  flexed  and  crossed,  and  the  patellar-tendon 
reflex  was  equally  marked  on  the  two  sides.  There  was  some 
loss  of  power  over  the  bladder.  He  micturated  about  thirty 
times  a  day,  the  water  dribbling  away  on  each  occasion.  There 
was  no  albumen  in  the  urine.  Bowels  constipated,  but  there 
was  little  control  over  the  sphincter  ani  when  they  began  to 
act — this  entailing  occasional  incontinence  of  faeces. 

In  December,  1877,  he  was  much  deafer ;  he  heard  a  watch 
through  cranial  bones  indistinctly  on  right  side,  not  at  all  on 
left ;  he  could  only  make  out  very  slow  and  distinct  speech ;  he 
was  troubled  with  various  and  frequent  subjective  sounds. 
He  had  also  diplopia  and  a  jerking  motion  of  the  eyeballs 
when  he  attempted  to  move  them  laterally.  He  could  stand 
by  himself  even  with  his  eyes  shut,  but  on  attempting  to  walk 
would  fall.  When  walking  with  support  he  moved  very 
slowly,  dragging  one  foot  along  the  floor,  then  the  other.  When 
lying  in  bed  he  could  raise  each  foot  to  the  hand  held  vertically 
above,  with  some  difficulty  and  with  straining  movements  of 
his  face,  but  without  tremors.  He  bent  the  knees  with  great 
difficulty,  but  they  soon  became  extended  again  with  much 
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force.  There  were  no  tremors  of  any  part  either  spontaneously 
or  on  movement.  His  grip,  as  measured  by  tlie  dynamometer, 
was  60  and  40  lbs.  for  the  right  and  left  hands  respectively. 
Numbness  rather  more  marked.  Considerable  loss  of  sense 
of  movement  (kinaesthesia) . 

On  January  1,  1878,  he  had  regained  some  power  of  walk- 
ing ;  in  this  act  the  left  leg  was  the  worst,  the  left  knee  being 
stiff,  and  the  foot  only  raised  from  the  ground  with  great  dijfi- 
culty.  Phosphorus  was  given  internally,  while  the  continuous 
current  was  applied  to  the  spine. 

On  July  7,  1880,  patient  was  next  seen,  and  was  admitted 
under  the  care  of  Dr.  Bastian,  when  the  following  notes  were 
taken  : — Intellect  unimpaired ;  he  reads  constantly ;  memory 
not  good  for  recent  events.  Voice  even  more  drawling  and 
slow,  devoid  of  expression.  Articulation  rather  indistinct.  No 
difficulty  in  deglutition.  Tongue  protruded  without  deviation. 
Functions  of  cranial  nerves  just  as  before.  Skin  generally 
inelastic,  easily  pinched  into  folds ;  subcutaneous  tissues 
deficient ;  fine,  scurfy  epithelium  easily  scraped  up.  That  of 
feet,  and  about  the  lower  third  of  the  leg  is  thin,  red,  and 
very  smooth,  except  where  covered  by  crumbling  whitish 
scales.  Gently  drawing  the  nail  over  the  skin  of  the  abdomen 
causes  quickly  a  well-marked  red  line  to  appear,  a  little  later 
this  is  seen  to  be  edged  by  a  rim  of  colour  paler  than  that  of 
the  surrounding  skin.  If  the  finger-nail  be  firmly  drawn 
across  the  skin  in  any  direction  there  develops  along  this 
track  a  ''  wheal,"  distinctly  elevated,  not  tender,  which  persists 
for  half  an  hour  or  more. 

No  distinct  loss  of  sensation,  but  a  feeling  of  numbness 
everywhere,  especially  in  lower  limbs.  Burning  pains  "  all 
over,''  especially  in  parts  pressed  on  when  lying.  He  lies 
habitually  towards  but  not  quite  fully  on  his  right  side  j 
cannot  turn  himself  in  bed  without  assistance.  The  move- 
ments in  all  the  limbs  are  much  diminished,  and  there  is  a 
good  deal  of  rigidity,  especially  on  the  right  side.  There  is 
marked  wasting  of  the  muscles  of  both  arms,  and  the  joints 
of  both  upper  extremities  are  always  kept  flexed.  What 
little  movement  is  possible  is  jerky  and  slow.  On  passive 
movement  the  rigidity  of  the  arms  is  well  marked,  and  is 
greater  when  the  movements  are  rapidly  made.  The  right  leg 
is  slightly  flexed  at  the  knee,  the  left  extended  at  all  joints. 
There  is  great  reistance  there  also  to  passive  movements.  To 
the  interrupted  current  there  is  no  definite  difference  between 
the  two  sides ;  the  current  produces  a  tetanic  condition  of  the 
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muscles  of  tlie  lower  extremities  in  the  region  to  whicli  it  is 
applied.  Tapping  also  causes  slight  local  contraction.  The 
continuous  current  acts  equally  on  the  two  sides.  There  are 
still  no  spontaneous  tremors  or  j&brillary  twitchings  in  any 
partj  and  no  tremors  on  movement.  Both  ankle  clonus  and 
exaggeration  of  knee  jerk  are  well  marked^  especially  on  the 
left  side,  where  ankle  clonus  is  actually  violent.  Extreme 
frequency  of  micturition  continues;  urine  turbid/ alkaline. 
Defecation  not  distinctly  altered.  Pulse  78,  regular.  Morn- 
ing temperature  often  above,  and  evening  temperature  below 
the  normal — 99*5°  and  97*5°  respectively. 

The  aggravations  in  the  patient's  condition  were  chiefly 
these:  (1)  Loss  of  all  power  of  walking.  (2)  Loss  of  power  of 
standing  without  assistance.  (3)  Loss  of  power  of  raising  feet 
from  bed.  (4)  Loss  of  power  over  right  hand  so  that  he  cannot 
feed  himself  or  write  Avith  it  as  he  previously  could  j  there 
is  also  almost  absolute  abolition  of  grasp  (though  that  of 
the  left  hand  had  increased  to  45  lbs.).  (5)  The  trunk 
muscles  are  much  more  paralysed ;  patient  cannot  sit  up  or 
turn  himself  in  bed  without  much  assistance;  elevation  and 
expansion  of  the  chest  are  almost  nil  on  deep  inspiration.  (6) 
No  mention  was  made  in  1878  of  the  blushing  of  the  skin  after 
a  gentle  stroke  or  the  formation  of  a  wheal  after  a  slight  scratch 
(factitious  urticaria).     (7)  Burning  pains  in  trunk  and  limbs. 

On  October  14,  1880,  patient  left  the  hospital  at  his  own 
desire.  The  changes  since  July  were  then  as  follows  : — 
(1)  He  was  more  childish  and  emotional,  crying  and  laugh- 
ing on  slight  provocation.  (2)  Factitious  urticaria  was  less 
readily  produced.  (3)  The  rigidity  in  the  left  upper  limb  had 
slightly  increased,  especially  about  the  shoulder.  During  his 
stay  in  the  hospital  he  had  taken  hypophosphite  of  lime, 
quinine,  and  afterwards  iodide  of  potassium  with  bichloride  of 
mercury;  and  the  continuous  current  was  applied  to  the  spine. 

On  January  2,  1882,  he  returned  to  the  hospital  and 
was  again  admitted,  under  Dr.  Bastian's  care.  His  state  on 
admission  was  briefly  as  follows  : — He  has  no  delirium  nor 
delusions ;  his  memory  is  good,  his  speech  slow  and  draw- 
ling. Deglutition  unaffected.  He  has  no  control  over  his 
faeces.  He  has  retention  of  urine  with  dribbling ;  the  urine 
has  to  be  drawn  off  by  a  catheter.  He  has  some  cystitis 
which  was  treated  by  washing  the  bladder  out  twice  a  day 
with  2  per  cent,  solution  of  quinine,  and  subsequently  a 
resorcin  solution  of  the  same  strength,  which  was  found  more 
efficacious.      Breathing    almost  wholly   abdominal.      When 
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asked  to  take  a  deep  breath  he  cannot  do  it,  but  the  platysma 
acts  violently ;  the  inter costals  not  wholly  paralysed.  Heart 
and  lungs  healthy ;  pulse  generally  80,  regular,  and  com- 
pressible. Special  senses :  sight  normal,  but  the  move- 
ments of  the  eyeball  are  jerky ;  no  nystagmus.  Hearing 
bad,  as  formerly,  but  deafness  now  more  absolute  on  right 
instead  of  on  left  side  (see  December,  1877).  Sensibility: 
there  is  a  numb  feeling  in  all  parts  of  the  skin,  especially  in 
the  hands,  patient  not  being  able  to  tell  whether  he  has  a  pin 
between  his  fingers  or  not.  Heat  and  cold  are  everywhere 
distinguished  fairly  well.  Movements  :  Patient  has  not  walked 
since  March,  1879.  There  are  no  tremors  in  any  part.  The 
tongue  neither  deviates  nor  trembles.  The  movements  of  the 
head  are  normal  but  give  rise  to  giddiness.  Left  upper 
extremity  :  the  fingers  cannot  be  completely  extended ;  the 
movements  of  the  wrist  are  normal;  at  the  elbow  they  are 
slight  and  there  is  much  rigidity  there.  Movement  at  the 
shoulder  is  painful.  Right  upper  extremity  :  patient  cannot 
move  this  at  all.  It  is  flexed  at  the  elbow,  and  the  arm  is 
closely  applied  to  the  side  of  the  trunk.  Rigidity  here  is  very 
marked  indeed  (March  8,  grip  R.  =  10  lbs.,  L.  =  30  lbs.). 
Lower  extremities  :  he  cannot  produce  the  slightest  movement  in 
any  joint  of  either  lower  limb.  Superficial  reflexes  are  all 
abolished.  The  knee  jerk  is  exaggerated  and  equal  on  the 
two  sides.  Ankle  clonus  is  easily  obtained  on  left,  absent  on 
right  side.     Factitious  urticaria  is  still  easily  obtained. 

During  the  next  two  months  patient  suffered  from  emotional 
disturbances,  strange  dreams  of  a  terrifying  nature,  and  cer- 
tain subjective  sensations.  Of  these  complaints  the  following 
examples  may  be  cited  : 

January  16. — Complained  of  only  being  able  to  sleep  for 
half  an  hour  at  a  time,  and  then  waking  in  a  fright,  having 
dreamt  that  "  two  lions  were  gnawing  at  his  chest,"  or  that  he 
"  was  being  thrown  overboard,"  or  that  "  snakes  were  lying 
on  his  face." 

January  17. — Now  complains  of  a  new  sensation  at  the 
tips  of  his  fingers,  "  as  if  they  had  been  cut,  and  then  the  raw 
wound  was  being  rubbed." 

January  19. — Says  for  the  last  day  or  two  he  has  felt 
''  horribly  cold  inside  his  legs,"  as  if  ice  water  were  running 
down  in  his  bones. 

February  6. — Sensibility  of  fingers  of  left  hand  diminishing. 

February  9. — Complains  of  a  sensation  of  cold  water 
trickling  down  his  abdomen. 
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February  18. — Says  that  sensibility  is  gradually  going  from 
his  left  hand  ("  it  does  not  feel  like  flesh") .  Pains  in  ankle,  knee, 
and  hip  are  worse  ("  seems  as  if  they  were  being  crushed  ") . 

March  7. — Complains  of  increased  pain  in  legs,  especially 
in  left  foot. 

March  16. — Frequently  complains  of  pain  in  abdomen 
"  as  though  a  band  of  iron  were  stretched  across  and  was 
being  screwed  down." 

March  20. — Complains  of  severe  pains  in  the  bones  of  his 
face. 

[Iodide  of  potassium  was  found  to  give  no  relief  to  these 
pains,  but  they  were  afterwards  somewhat  mitigated  by 
opiates  and  subcutaneous  injections  of  morphia.  He  occa- 
sionally took  gr.  XXV  of  bromide  of  potassium  at  night  when 
his  sleep  was  much  disturbed.] 

The  rigidity  of  the  limbs  varied  from  time  to  time,  some- 
times more  than  just  described,  sometimes  less.  On  January 
27  ankle  clonus  was  obtained  in  the  right  leg  for  the  first 
time  since  his  last  admission  to  the  hospital  and  continued 
thus  till  patient's  death. 

On  March  15  it  was  found  that  during  the  last  three 
months  all  the  limbs  had  wasted,  the  circumference  in  the 
thighs  and  legs  being  an  inch,  and  in  the  arms  half  an  inch 
less  than  on  admission.  On  the  16th,  tongue  dry,  with  thick 
white  fur.  He  had  refused  solid  food  for  some  days.  A  severe 
pain  in  the  abdomen,  and  hiccough  then  appeared.  After  this 
he  became  steadOy  worse.  His  temperature  since  admission 
had  been  previously  normal,  but  during  the  last  seven  days  of 
his  life  it  varied  between  99°  and  100°.  Fresh  cystitis,  with 
blood  in  the  urine,  appeared.  The  patient  was  gradually  getting 
weaker  and  weaker.  Bronchitis,  from  which  he  had  been  suf- 
fering slightly  for  nearly  a  month,  got  worse,  and  he  died 
asphyxiated  on  March  25,  having  been  unable  to  expectorate 
any  mucus. 

Autopsy  (twenty  hours  after  death). — Evidences  of  old 
pleurisy,  slight  ulceration  of  the  larynx,  some  phthisical  patches 
in  the  right  lung,  congestion  of  the  base  of  the  left  lung,  and 
signs  of  chronic  cystitis  were  discovered.  No  other  notable 
changes  except  those  now  to  be  detailed  in  the  brain  and 
spinal  cord. 

The  Brain. — Meninges  healthy;  slight  amount  of  sub-arach- 
noid effusion.  On  the  under  surface  of  the  pons,  on  the  right 
side  of  the  middle  line,  a  small  grey  patch  was  seen.  On  the 
left  side  near  the  middle  line,  almost  continuous  with  the  left 
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anterior  pyramid  of  the  medulla,  was  another  very  distinct  grey 
patch  a  quarter  of  an  inch  in  diameter.  The  left  anterior  pyra- 
mid of  the  medulla  was  flatter  than  natural,  and  had  a  greyish 
tinge  almost  uniformly  throughout  its  substance.  The  right 
anterior  pyramid  on  section  was  found  to  present  a  considerable 
amount  of  sclerosis,  though  itwas  less  extensive  than  on  the  left 
side.  [Sections  through  other  parts  of  the  medulla,  and  through 
the  pons  Varolii  showed  many  greyish-red  patches  of  sclerosis, 
varying  in  diameter  from  a  pea  to  a  mustard  seed,  of  the  pre- 
cise situations  of  which  no  record  was  preserved.]  The  root  of 
the  right  auditory  nerve  for  nearly  half  an  inch  was  distinctly 
grey  and  semitranslucent.  On  the  left  side  the  corresponding 
nerve  presented  outside  the  brain  only  a  slight  amount  of  grey 
degeneration .  The  o  ther  cranial  nerves  were  apparently  healthy . 
The  white  substance  of  the  hemispheres  showed  small  grey 
areas  here  and  there  on  both  sides,  they  were  especially  nume- 
rous and  close  together  in  the  posterior  half  of  the  white  sub- 
stance of  the  left  hemisphere,  where  about  fifteen  patches, 
varying  in  size  from  a  mustard  seed  to  a  small  pea,  were  seen 
over  an  area  of  two  and  a  half  inches.  They  did  not  seem  to 
implicate  the  cortical  grey  matter.  The  lining  membrane  of 
the  lateral  ventricles  was  thickened  and  very  tough.  Greyish 
discolourations  were  seen  here  and  there  in  patches.  Similar 
patches  were  seen  on  the  surface  and  also  on  sections  made 
through  different  parts  of  the  optic  thalami.  The  corpora  striata 
and  the  cerebellum  were  free  from  these  patches  of  sclerosis. 

Spinal  cord. — Meninges  normal :  cord  itself  normal  in  con- 
sistence and  presenting  no  unnatural  appearances  externally. 
No  distinct  naked-eye  changes  were  recognisable  on  the  cut 
surfaces  in  the  eight  or  nine  places  in  which  sections  were 
made  through  the  cord  in  its  fresh  state,  except  that  the 
anterior  columns  throughout  seemed  to  occupy  an  area  rela- 
tively smaller  than  natural.  [But  after  the  cord  had  been 
immersed  for  some  time  in  bichromate  of  ammonia,  areas  of 
degeneration  were  easily  recognisable  when  some  fresh  sections 
were  made.  A  patch  was  seen  for  instance  in  the  left  cervical 
region  implicating  a  large  part  of  the  area  of  the  lateral  column 
as  well  as  a  portion  of  the  contiguous  grey  matter.  Smaller 
patches  also  existed  in  this  region  in  the  lateral  columns  of  the 
right  side.  In  the  lower  dorsal  region  a  distinct  tract  of 
sclerosis  occupied  the  central  portions  of  the  posterior  columns 
on  each  side  of  the  middle  line.  In  other  portions  of  the  dorsal, 
and  in  the  lumbar  region,  no  very  distinct  patches  were  seen 
with  the  naked  eye  in  the  six  sections  that  were  made.] 
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Microscopical  examination. — In  tlie  "white  substance  of  the 
posterior  parts  of  the  cerehral  hemispheres  many  regions  were 
notably  hypersemic^  and  in  some  of  these  places  the  early 
stages  of  sclerosis  were  well  seen,  in  the  form  of  connective - 
tissue  overgrowths  distinctly  spreading  from  the  walls  of  the 
cerebral  channels  in  which  the  minute  vessels  were  lodged. 

In  sections  through  the  upper  part  of  the  medulla^  connec- 
tive-tissue overgrowth  was  found  to  be  very  well  marked 
through  almost  the  whole  extent  of  both  anterior  pyramids^ 
though  it  was  more  extensive  and  more  completely  developed 
on  the  left  than  on  the  right  side.  Comparatively  few  sections 
of  healthy  nerve-fibres  were  to  be  seen  in  these  parts,  though 
a  considerable  number  of  the  axis  cylinders  may  still  have 
been  present.  In  the  lower  part  of  the  medulla,  beyond  the 
limits  of  the  patches  of  sclerosis  above  referred  to  in  the  anterior 
pyramids,  the  section  presented  a  fairly  healthy  appearance. 

Spinal  cord. — The  trabeculge  which  extend  inwards  from 
the  surface  of  the  cord,  are  generally  thickened  throughout  its 
whole  extent. 

There  was  no  trace  of  anything  like  continuous  bands  of 
secondary  degeneration  in  the  lateral  columns  of  the  cord, 
though  in  its  cervical  region  there  existed  a  considerable 
amount  of  diffuse  overgrowth  of  the  neuroglia  throughout 
most  parts  of  both  lateral  columns,  and  there  was  also  a 
smaller  amount  of  the  same  overgrowth  on  each  side  of  the 
median  raphe  in  the  central  parts  (from  before  backwards)  of 
the  posterior  columns.  The  nerve-cells  in  the  anterior  cornua 
were  mostly  smaller  than  natural,  less  angular  and  more  pig- 
mented. The  central  canal  was  enlarged  throughout  this  and 
other  regions  of  the  cord,  and  densely  packed  with  small 
round  cells. 

In  the  dorsal  region  the  anterior  columns  were  notably 
diminished  in  bulk.  The  central  canal  was  extremely  enlarged. 
The  sclerosis  of  the  central  regions  of  the  posterior  columns  was 
more  marked,  though  still  limited  to  the  columns  of  Goll  and 
not  much  affecting  the  ^  root  zones. ^  The  diffuse  sclerosis  of 
the  lateral  columns  was  also  here  rather  more  distinct.  Both 
these  regions  contained  an  unusual  number  of  large  vessels.  The 
nerve-cells  were  also  much  atrophied  in  the  anterior  cornua. 

In  the  lumhar  region  the  sclerosis  was  still  more  marked  in 
the  lateral  column,  especially  in  its   posterior  part    on   the 

*  These  and  other  sections  were  kindly  prepared  for  nie  by  Mr.  V.  Horsley> 
M.B.,  B.S.,  in  whose  hands  I  have  left  the  cord  and  brain  for  a  more  complete 
examination. 
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left  side^  but  it  was  less  evident  in  the  posterior  columns.  Tlie 
atrophy  of  the  nerve-cells  throughout  the  grey  matter  was  here 
most  notable.  The  vascularity  of  the  cord  was  less  in  this 
than  in  some  parts  of  the  dorsal  region. 

Remarks. — Basing  his  knowledge  upon  the  first  thirty-four 
recorded  cases  of  disseminated  sclerosis  Charcot^  in  his  admir- 
able account  of  this  disease,  said :  "  It  appears  to  manifest 
itself  most  frequently  between  the  ages  of  twenty  and  twenty- 
five.  It  rarely  shows  itself  after  thirty  years.  The  age  of 
forty  seems,  on  the  other  hand,  to  be  the  outside  limit  to 
which  patients  attacked  with  disseminated  sclerosis  attain." 
It  is  worthy  of  note,  therefore,  that  in  this  case  of  J.  H.  the 
disease  first  showed  itself  when  he  was  over  fifty  years  of  age, 
and  that  the  patient  survived  till  he  attained  the  age  of  sixty- 
two  years. 

In  regard  to  causation  the  only  points  which  attract  atten- 
tion are,  first,  some  evidence  of  a  neurotic  tendency,  and 
secondly,  the  fall  over  a  flight  of  stone  steps  about  eighteen 
months  before  the  first  distinct  manifestation  of  his  disease  was 
recognised  by  the  patient  himself.  Concerning  this  fall,  one 
can  only  say  that  there  seems  some  probability  that  the  deve- 
lopment of  the  disease  may  have  been  in  some  way  due  to  it. 

The  disease  at  first  made  very  slow  progress,  and  its  mani- 
festations were  confined  to  the  left  side  of  the  body.  After 
an  interval  of  four  years  and  a  half  the  patient's  symptoms 
again  increased,  and  then  also  the  right  side  of  the  body 
became  implicated  in  a  manner  similar  to  what  the  left  had 
been  at  first.  This  fact  certainly  tells  somewhat  against  the 
notion  that  the  development  of  the  disease  was  in  any  way 
caused  by  the  fall.  That  such  injuries  do  often  lead  to  the 
slow  development  of  the  organic  changes  in  the  brain  and 
spinal  cord  (probably  as  sequences  of  slight  initial  lesions  at 
the  time  of  the  injury)  I  feel  pretty  sure  from  past  experience. 
But  the  fact  of  the  development  in  this  case  of  symmetrical 
lesions  after  four  years  and  a  half,  makes  it  probable  that  from 
the  first  the  disease  owed  its  development  to  intrinsic  rather 
than  to  extrinsic  conditions. 

Although  the  patches  of  sclerosis  were  numerous  in 
different  parts  of  the  medulla  and  of  the  pons  Varolii,  it  is 
worthy  of  note  that  convulsive  phenomena  were  absent  from 
first  to  last. 

Again,  it  is  worthy  of  note  that  the  characteristic  tremors 
on  movement,  which  so  frequently  constitute  a  marked  feature 
in  this  disease,  were  absent  from  first  to  last.     It  seems  to  the 
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writer  possible  that  the  extreme  amount  of  implication  of  the 
anterior  pyramids  of  the  medulla,  together  with  the  altogether 
subordinate  amount  of  implication  of  the  lateral  columns  of  the 
cord,  may  go  far  to  account  for  the  absence  of  these  tremors 
on  movement. 

Perhaps  the  early  weakening  of  cerebral  control  over  the 
bladder  may  also  have  been  due  to  the  existence  of  extensive 
disease  in  both  anterior  pyramids. 

Although  the  affection  of  the  anterior  pyramids  of  the 
medulla  (and  especially  of  that  on  the  left  side)  was  so  well 
marked  yet  nothing  like  "  secondary  degeneration  "  existed  in 
the  opposite  lateral  columns  of  the  cord.  This  is  in  harmony 
with  what  might  have  been  expected,  since  it  is  known  that  in 
these  patches  of  sclerosis  the  axis  cylinders  are  not  commonly 
destroyed,  although  they  may  be  more  or  less  pressed  upon 
and  damaged.  It  could  not  be  expected,  therefore,  that  the 
same  results  would  follow  from  a  patch  of  sclerosis,  however 
well  developed,  that  might  be  looked  for  from  a  destructive 
lesion  {e.g.  a  traumatic  section  or  a  complete  softening) 
involving  the  anterior  pyramids. 

It  would  seem  probable  that  the  hallucinations  and 
abnormal  sensory  phenomena  which  occurred,  especially  during 
the  last  few  months  of  life,  may  have  been  due  to  the  later 
development  of  patches  of  sclerosis  in  the  white  substance  of 
the  posterior  third  of  each  cerebral  hemisphere  as  well  as  in 
the  thalami.  It  seems  likely  that  there  was  a  relationship  of 
this  kind,  and  if  so  there  would  be  evidence  that  these  patches 
in  the  cerebral  hemispheres  were  of  comparatively  recent  origin. 

The  existence  for  a  prolonged  period  in  this  case  of  a  ten- 
dency to  the  production  of  a  well-marked  tache  and  of  facti- 
tious urticaria  is  of  interest,  inasmuch  as  it  tends  to  show 
something  as  to  the  conditions  under  which  these  vaso-motor 
phenomena  may  occur,  and  also  concerning  the  distinct  rela- 
tionship existing  between  the  two  tendencies. 

From  the  point  of  view  of  diagnosis  this  case  is  an  interest- 
ing one.  When  first  seen  by  me  in  the  summer  of  1880,  the 
patient  seemed  to  be  suffering  principally  from  some  chronic 
morbid  process  in  the  medulla  oblongata.  There  was,  as  I 
pointed  out  at  the  time,  little  evidence  to  show  the  existence 
of  any  distinct  or  primary  disease  of  the  spinal  cord.  At  this 
time,  also,  apart  from  deafness,  there  were  no  sensory  pheno- 
mena, and  the  mind  was  quite  unaffected.  As  to  the  nature 
of  the  morbid  process  in  the  medulla,  the  slow  and  gradual 
onset  seemed  to  point  either  to  tumour  or  to  patches  of  scle- 
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rosis.  The  former  seemed  to  me  to  be  distinctly  excluded  by 
reason  of  the  absence  of  headache,  vomiting,  and  optic  neu- 
ritis, and  also  by  the  mode  of  development  of  the  disease, 
leading  as  it  did  to  the  implication  in  succession  of  each  audi- 
tory nerve  without  the  least  involvement  of  either  facial  nerve. 
Then,  again,  the  interference  with  articulation  whilst  degluti- 
tion remained  unimpaired  seemed  also  to  point  to  the  existence 
of  some  dissecting  or  disseminated  lesion.  For  these  reasons 
disseminated  sclerosis  of  the  medulla  was  the  diagnosis  origin- 
ally made  when  the  patient  came  under  my  care.  The  subse- 
quent progress  of  the  case  only  tended  to  strengthen  the  dia- 
gnosis of  disseminated  sclerosis  involving  the  brain  and  spinal 
cord. 
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III. — A  Case  of  Rupture  of  a  Large  Aneurism  in  the 
Bight  Corpus  Striatum,  with  Intra-Ventricular 
Hcemorrhage  and  Extreme  Loivering  of  Rectal 
Temperature.  By  H.  Ohaelton  Bastian,  M.D., 
F.K.S.     Bead  October  26,  ]883. 

THOMAS  R.,  ast.  67,  a  bricklayer,  of  intemperate  habits, 
was  intoxicated  on  the  night  of  October  18,  1881.  The 
following  morning  he  left  his  house  sober  at  7  a.m.,  and  at  8 
A.M.  was  brought  to  University  College  Hospital  in  an  insen- 
sible condition  and  admitted  under  my  care. 

He  had  been  seen  to  stagger  and  fall  sideways  in  the  street, 
but  did  not  strike  his  head  in  falling. 

On  admission  he  was  profoundly  comatose,  could  not  be 
roused  in  any  way ;  conjunctivae  quite  insensitive.  Breathing 
slightly  stertorous,  slow,  and  regular.  Pulse  65,  full  and 
soft,  but  very  irregular,  and  slow.  Head  and  extremities  cold. 
Skin  pale  and  clammy.  Chin  dropping  on  sternum.  When 
the  mouth  was  closed  the  blowing  in  and  out  of  cheeks  during 
respiration  was  most  marked  on  right  side.  Left  eye  com- 
pletely closed,  right  eye  partially  so.  Pupils  equal,  insensitive, 
very  small,  though  not  contracted  to  pin-point  size.  Slight 
rigidity  of  extremities  on  right  side.  Left  arm  quite  flaccid 
and  the  left  leg  more  so  than  the  right. 

This  was  the  patient's  condition  when  he  was  seen  by  me 
at  10  A.M.  The  pulse  improved,  becoming  regular,  and  72  per 
minute,  after  the  application  for  a  time  of  a  hot  flannel  over 
the  cardiac  region,  and  it  did  not  vary  perceptibly  until  just 
before  the  patient's  death  (about  five  hours  after  admission) 
when  it  again  began  to  fail. 

At  10.15  the  temperature  in  the  rectum  was  taken  and 
found  to  be  94-5°,  at  11  it  was  94-5°,  at  11.30  94-4°,  at  12 
94-4°,  at  12.30  94*6°,  and  at  1.15  (just  after  death)  95'0°. 

The  coldness  and  pallor  of  the  skin  continued  throughout. 
The  pupils  enlarged  slightly  one  hour  after  admission  (remain- 
ing still,  however,  distinctly  smaller  than  natural)  and  continued 
in  this  condition  till  the  end.  Stertor  increased  slightly  about 
forty  minutes  before  death,  and  a  large  quantity  of  frothy 
mucus  proceeded  from  the  mouth. 
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Urine,  drawn  off  after  death,  contained  no  albumen. 

Autopsy  twenty  hours  after  death. — The  skuU-cap  was 
unusually  adherent  to  the  dura  mater,  so  that  efforts  to  remove 
it  unavoidably  caused  some  compression  of  the  brain.  Ulti- 
mately it  was  deemed  advisable  to  remove  both  together,  by 
cutting  away,  the  upper  half  of  the  dura  mater.  Some  clots  and 
semi-fluid  blood  then  welled  up  in  front  of  the  anterior  lobes  ; 
and  subsequently,  during  the  removal  of  the  brain  itself,  blood 
and  clot  continued  to  escape  through  small  rents  (which  had 
been  accidentally  made)  in  the  right  temporo-sphenoidal  lobe 
and  in  the  right  orbital  convolutions.  After  its  removal  a 
quantity  of  blood  was  found  covering  the  anterior  and  middle 
fossae  of  the  skull,  and  thence  extending  into  the  vertebral 
canal. 

Over  the  base  of  the  brain  there  was  seen  a  large  effusion 
of  blood  beneath  the  arachnoid,  extending  from  the  front  of 
the  optic  commissure  on  each  side  over  the  under  surface  of 
the  temporo-sphenoidal  lobes ;  and  backwards  so  as  entirely  to 
conceal  the  pons,  surrounding  the  medulla  on  all  sides,  and 
filling  in  the  posterior  fissure  of  the  cerebellum. 

On  exposing  the  lateral  ventricles  they  were  both  found  to 
be  very  greatly  distended  and  full  of  blood-clot.  When  this 
blood  was  removed  and  the  surface  of  the  ventricles  had  been 
washed  the  superficial  portion  of  the  right  corpus  striatum 
was  found  to  be  literally  torn  in  shreds,  and  at  the  bottom  of 
the  space  thus  formed  an  aneurism  was  found  about  the  size 
and  shape  of  a  small  chestnut,  three  quarters  of  an  inch  in 
diameter.  The  walls  of  this  aneurism  were  at  one  part  very 
thin,  and  in  this  region  a  round  hole  about  one  twelfth  of  an 
inch  in  diameter  was  found.  The  floor  of  the  posterior  cornu 
of  the  left  ventricle  was  slightly  torn  and  shreddy.  The  third 
and  fourth  ventricles  and  the  passage  between  them  were  all 
distended  with  blood. 

No  other  focus  of  haemorrhage,  or  lesion  of  any  kind,  was 
found  in  other  parts  of  the  brain — sections  having  been  care- 
fully made  through  all  regions. 

The  great  arteries  at  the  base  of  the  brain  were  not  notably 
diseased ;  and  although  the  organ  was  very  carefully  examined 
no  miliary  aneurisms  were  found  in  any  part  of  it.  The  aorta 
showed  only  a  slight  amount  of  atheromatous  degeneration,  and 
the  coronary  arteries  were  healthy. 

Each  kidney  was  found  to  be  rather  pale,  and  very  slightly 
granular  on  the  surface  after  the  somewhat  thickened  capsule 
had  been  removed.     The  cortex  was  diminished  in  thickness. 
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Fatty  infiltration  about  the  pelvis  was  well  marked  and  ex- 
tended in  tlie  form  of  yellowish  streaks  between  the  pyramids. 
R.  4^  oz.^  L.  5f  oz.  in  weight. 

The  other  organs  of  the  body  presented  no  noteworthy 
changes. 

EemarJcs. — "  A  large  cerebral  haemorrhage  (probably  ven- 
tricular), in  some  way  irritating  the  pons  Varolii/'  was  the 
diagnosis  made  when  this  patient  was  first  seen  by  me 
about  10  A.M.,  and  on  discovering  the  very  extreme  lowness  of 
the  rectal  temperature  the  opinion  was  further  expressed  that 
life  would  probably  be  terminated  in  a  few  hours. 

I  am  not  aware  of  any  recorded  case  of  apoplexy  in  which 
the  rectal  temperature  has  fallen  so  low  as  94*4°,  and  in  which 
it  remained  so  near  to  this  point  for  a  period  of  three  hours. 
In  only  two  of  the  cases  recorded  by  Bourneville  did  it  even 
sink  as  low  as  96°  F.  (35-4°  C).  It  rarely,  indeed,  sinks 
below  96" 5°.  The  prognostic  value  of  such  a  sign  is  great,  and 
therefore  I  have  been  induced  to  place  this  case  on  record. 

The  case  is,  however,  interesting  in  other  respects.  I  have 
also  been  unable  to  find  any  case  on  record  in  which  so  large 
an  aneurism  has  ever  been  found  embedded  within  the  sub- 
stance of  the  brain,  and  formed  upon  one  of  its  smaller  vessels. 
It  is  rare,  even,  to  find  one  so  large  situated  at  the  sm-face,  i.e. 
upon  the  basilar  or  either  middle  cerebral  artery.  Yet  this 
large  aneurism  was  evidently  formed  upon  one  of  the  small 
arteries,  coming  off  directly  from  the  first  part  of  the  middle 
cerebral  which  enter  the  nucleus  lenticularis.  The  rupture  of 
such  an  aneurism  so  situated  led  to  the  extravasation  of  an 
extremely  large  quantity  of  blood — the  largest  that  I  have 
ever  seen  in  any  case  of  apoplexy.  In  this  connection  it  is 
remarkable  that  the  pulse  and  respiration  should  have  been  so 
slightly  disturbed.  But  probably  some  increase  of  the  extra- 
vasation already  existing  caused  their  ultimate  sudden  failure. 

The  absence  of  convulsions  in  this  case  is  worthy  of  note, 
and  it  is  well  to  bear  in  mind,  also,  that  if  ventricular  haemor- 
rhage be  associated  with  a  basal  extravasation  of  blood  the 
pupils  will  be  rather  contracted  than  dilated. 

The  fact  that  the  aneurism  was  solitary,  and,  notwith- 
standing the  advanced  age  of  the  patient,  unassociated  with 
miliary  aneurisms,  was  another  rather  rare  feature  in  this 
case. 
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IV. — A  Case  of  Apoplexy  in  a  Boy  aged  15 :  Intra' 
ventricular  II(Bmo7Thage,  ConvulsionSt  and  Death  in 
four  hours.  By  H.  Charlton  Bastian,  M.D.,  F.H.S. 
Bead  October  26,  1883. 

WILLIAM  N.,  a  healthy-looking  boy,  ast.  16,  was  admitted 
into  University  College    Hospital  under   my  care  at 
7  P.M.  on  June  14,  1883. 

Three  years  ago,  according  to  his  parent's  account,  after 
a  "school  treat,"  he  on  the  same  night  became  violently 
convulsed,  and  afterwards  screamed  for  two  or  three  hours. 
This  attack  was  attributed  to  "  sunstroke,"  probably  with  no 
suflScient  reason.  The  boy  is  said  to  have  speedily  resumed 
his  ordinary  healthy  condition. 

Three  weeks  ago  he  complained  of  pain  in  his  head,  which 
soon  passed  off  after  taking  a  seidlitz  powder.  At  1.30  p.m. 
on  the  day  of  his  death,  he  ate  a  good  dinner  and  seemed  in 
perfect  health.  At  about  5  p.m.  he  complained  of  pain  in 
the  head,  after  some  slight  exertion  (he  was  on  horseback  at 
the  time),  and  almost  at  once  lost  consciousness.  He  then 
became  rigid,  blue  in  the  face,  and  (from  the  accounts  that 
were  given)  apparently  convulsed.  He  remained  insensible, 
vomited  two  or  three  times,  and  was  brought  to  the  hospital 
about  7  P.M. 

There  was  no  history  of  a  blow  or  fall  upon  the  head,  nor 
was  there  any  sign  of  injury  about  the  head.  A  bruit  was 
heard  at  the  apex  of  the  heart,  though  there  was  no  history 
of  rheumatic  or  scarlet  fever. 

On  admission  the  patient  was  in  a  condition  of  stupor, 
though  he  put  out  his  tongue  and  opened  his  eyes  when  told 
to  do  so  in  a  loud  voice.  The  tongue  deviated  slightly  but 
distinctly  to  the  left  side.  The  pupils  were  equal,  of  medium 
size,  and  reacted  sluggishly  to  light.  He  moved  the  right 
arm  and  leg,  but  the  left  arm  and  leg  only  very  slightly. 
The  left  leg  always  remained  on  its  outer  side  in  an  apparently 
helpless  condition.  His  face  was  somewhat  flushed.  Pulse 
about  84,  regular.  Eespiration  18  per  minute.  Temperature 
in  rectum  98'4°. 

About  fifteen  minutes  after  admission    the  boy  vomited 
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some  undigested  food.  Fifteen  minutes  later  he  became  rigid, 
and  the  face  and  extremities  on  both  sides  were  clonically 
convulsed  for  one  to  two  minutes.  During  the  brief  remainder 
of  his  life  (If  hours)  he  continued  unconscious,  and  became 
convulsed  at  short  intervals.  His  pupils  remained  rather 
small  and  quite  insensitive  to  light.  There  was  also  slight 
convergent  strabismus.  The  breathing  at  this  time  was 
irregular  and  sighing,  inspiration  being  effected  by  three  or 
four  short  stages.  The  pulse  at  the  same  time  about  40,  very 
slow,  irregular,  and  intermittent. 

At  first  the  convulsions,  above  referred  to,  recurred  about 
every  five  minutes.  During  these  attacks  there  was  rigidity 
of  both  legs  and  arms,  as  well  as  of  the  back  muscles  and  of 
the  chest  walls  (slight  opisthotonos).  The  intervals  between 
the  paroxysms  gradually  diminished  from  five  to  two  minutes. 
About  fifteen  minutes  after  the  administration  of  an 
enema  of  chloral  (thirty  grains  in  water),  the  convulsive 
paroxysms  diminished  and  eventually  ceased.  The  breathing, 
however,  still  continued  of  the  same  irregular  character, 
though  the  pulse  became  frequent  and  regular.  Mucous  rales 
soon  became  audible  all  over  the  front  of  the  chest.  Up  to 
the  few  moments  immediately  preceding  his  death  the 
patient's  lips  were  of  good  colour,  his  pulse  being  frequent, 
120,  but  of  fair  quality. 

Suddenly  he  became  livid,  and  large  rales  were  audible 
in  the  trachea.  On  sponging  out  the  back  of  the  pharynx 
some  frothy  pinkish  mucus  was  brought  up.  Suffocation 
seemed  now  imminent,  and  death  actually  occurred  in  the 
course  of  a  few  minutes. 

The  temperature  was  taken  in  the  rectum  on  three  occa- 
sions. Soon  after  admission  it  was  98*4°,  but  before  death  it 
had  risen  to  99°. 

At  the  autopsy,  seventeen  hours  after  death,  nothing 
unnatural  was  presented  by  the  dura  mater  or  arachnoid, 
though  the  convolutions  over  the  vertex  were  somewhat 
flattened.  On  examining  the  under  surface  of  the  brain,  a 
stratum  of  blood  was  found  beneath  the  arachnoid;  extending 
from  the  optic  commissure  backwards  over  and  on  each  side 
of  the  pons  and  medulla,  and  from  the  latter  region  upwards 
over  the  posterior  part  of  the  midde  lobe  of  the  cerebellum. 

On  slicing  the  upper  parts  of  both  cerebral  hemispheres 
nothing  abnormal  was  seen,  but  when  the  lateral  ventricles 
were  opened  a  small  amount  of  blood  clot  was  found  in  each 
(about  one  ounce).     These  ventricles  were  not  at  all  distended^ 
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but  the  third  and  fourth  ventricles  were  full  of  blood-clot, 
and  from  the  latter  blood  had  evidently  found  its  way  out 
so  as  to  produce  the  basal  extravasation  already  described. 
In  the  nucleus  lenticularis  of  the  right  corpus  striatum 
another  quite  recent  blood-clot  (about  ^  oz.)  was  found,  from 
which  a  way  had  been  opened  into  the  lateral  ventricle  by  a 
rupture  of  the  inner  portions  of  this  striate  body.  The 
brain  tissue  immediately  round  the  clot  was  broken  up  and 
macerated. 

Sections  through  the  pons,  medulla,  cerebellum,  and  other 
portions  of  brain,  revealed  no  other  foci  of  hsBmorrhage  or 
appreciable  lesions  of  any  kind.  The  great  vessels  at  the  base 
of  the  brain  presented  a  healthy  appearance ;  and  no  aneurism 
was  detected,  on  subsequent  careful  examination,  contiguous 
to  the  extravasation  of  blood  in  the  midst  of  the  right  corpus 
striatum,  or,  indeed,  in  any  other  part  of  the  brain. 

The  heart  was  of  natural  size.  Its  muscular  substance 
appeared  healthy,  but  the  free  edge  of  the  larger  tongue  of 
the  mitral  valve  was  thickened,  opaque,  and  distinctly  nodular. 
The  aortic  valves  were  healthy.  Both  lungs  were  large  and 
semi-solid  throughout ;  the  increased  consistence  being  appa- 
rently due  to  extreme  congestion  and  cedema.  This  condition 
was  most  marked  in  the  upper  two  thirds  of  the  left  lung. 
There  was  no  actual  extravasation  of  blood  in  either  organ. 
The  liver  and  kidneys  were  congested  but  presented  no  other 
appreciable  change.  The  spleen  was  of  medium  size,  and 
apparently  healthy. 

Remarks. — The  fact  of  a  rapidly  fatal  apoplexy  from  intra- 
ventricular hasmorrhage  occurring  in  a  boy  of  fifteen  years  of 
age,  is  of  itself  sufficiently  rare  to  be  worthy  of  record.  The 
onset  of  the  hsemorrhage  was  not  preceded  by  any  distinct 
exciting  cause  calculated  to  increase  the  amount  of  tension 
within  the  cerebral  blood-vessels,  nor  could  any  immediate 
cause  be  discovered.  No  ruptured  aneurism  could  be  detected, 
and  there  was  no  appreciable  disease  of  the  great  vessels  at 
the  base  of  the  brain.  There  was  no  vascular  infiltrating  new 
growth.  Nor  was  there  any  evidence  to  show  that  embolism 
had  occurred  as  the  first  event  leading  on  to  hsemorrhage.* 
The  thickening  of  the  edge  of  the  mitral  valve  was  chronic, 

*  See  a  very  interesting  case  of  this  kind  recorded  in  the  Lancet  for  June  16, 
1883,  which  occurred  in  the  practice  of  Dr.  Totherick,  in  a  girl,  also  aged  15. 
There  the  first  event  Was  embolism  of  a  middle  cerebral  artery ;  two  days  after- 
wards haemorrhage  in  the  neighbourhood  of  the  corresponding  corpus  striatum  j 
six  days  later  further  haemorrhage  (intra-ventricular)  from  the  same  site ;  fol- 
lowed by  death  in  the  course  of  a  few  minutes. 
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and  there  was  no  vegetations  from  which  emboli  could  have 
been  derived. 

Looking  to  the  age  of  the  patient  and  his  previous  history, 
this  case  undoubtedly  presented  some  difficulties  in  the  way  of 
diagnosis.  The  facts  revealed  by  the  post-mortem  examina- 
tion, however,  seem  to  make  it  highly  probable  that  at  the 
time  of  his  admission  to  the  hospital  the  boy  was  suffering 
from  haemorrhage  into  the  right  corpus  striatum  with  some 
small  effusion  into  the  lateral  ventricles  j  that  soon  after 
admission,  possibly  as  a  consequence  of  the  act  of  vomiting, 
a  further  bleeding  began  to  take  place  into  the  ventricles, 
with  ultimate  distension  of  the  fourth  ventricle  and  extrava- 
sation of  blood  about  the  base  of  the  brain.  This  latter 
occurrence  may  have  corresponded  with  the  sudden  failure  of 
pulse  and  respiration  immediately  preceding  death. 

Here  the  amount  of  blood  extravasated  was  far  smaller 
than  in  the  case  of  apoplexy  which  I  have  previously  related. 
The  rate  at  which  the  blood  was  effused  was  probably  also 
much  slower.  Hence  in  the  boy  there  were  more  signs  of 
irritation  of  the  ventricles,  whilst  those  of  shock  were  far  less 
marked.  Convulsions  were  frequent  in  this  case  and  absent 
in  the  former ;  the  rectal  temperature,  on  the  other  hand,  in 
the  boy  had  probably  never  been  reduced  to  a  very  low  point, 
seeing  that  at  the  expiration  of  two  hours  from  the  onset  of 
the  attack  it  stood  at  98"4°.  Subsequently  the  tendency  to 
lowering  of  temperature,  from  a  continuance  of  the  cerebral 
hgemorrhage  was  probably  rather  more  than  antagonised  by 
the  tendency  to  elevation  of  temperature  due  to  the  frequently 
recurring  convulsions,  seeing  that  just  before  death  it  stood 
at  99°  F. 


Dr.  Altliaus's  Case  of  Tumours  of  the  Cerebral  Membranes.  25 


V. — Case  of  Syphilitic  (?)  Tumours  of  the  Cerebral  Mem- 
branes. By  Julius  Althaus,  M.D.  Bead  October 
26,  1883. 

ON  April  2,  1883,  I  was  requested  by  a  practitioner  in  the 
Midland  Counties  to  meet  him  in  the  case  of  a  young 
girl,  who  had  for  some  time  past  shown  obscure  head-sym- 
ptoms. The  case  had  been  diagnosed  in  London  as  one  of 
hysteria ;  but  as  the  patient  had  lately  become  much  worse, 
both  her  parents  and  her  medical  attendant  were  anxious  that 
another  opinion  should  be  obtained.  I  therefore  went  down 
the  same  day,  and  on  arriving  obtained  the  following 
history : 

The  girl  is  one  of  eleven  children  of  healthy  farmers,  and 
fourteen  years  of  age,  although  looking  older.  Both  parents 
are  alive  and  well,  and  there  is  no  tendency  to  neurotic 
affections  in  the  family.  The  patient  first  menstruated  at 
twelve  years  of  age,  and  continued  quite  regular  until 
September  last,  when  she  was  at  a  boarding-school  in  St. 
John's  Wood ;  the  catamenia  then  ceased,  and  have  not  since 
returned.  About  the  same  time  it  was  noticed  that  she 
became  awkward  in  walking,  and  did  not  use  her  left  hand  as 
well  as  before.  A  physician  was  consulted  who  pronounced  the 
case  to  be  one  of  hysteria,  and  recommended  treatment  by 
electricity,  iron,  and  aloes.  This  treatment  was  pursued  for 
some  time,  but  as  the  patient  gradually  got  worse  instead  of 
better,  she  eventually  returned  to  her  home  in  the  country. 
The  loss  of  power  in  the  left  side  of  the  body  had  lately 
increased ;  the  patient  had  from  time  to  time  suffered  from 
headache  and  vomiting,  which  latter  symptoms,  however,  had 
yielded  to  small  doses  of  iodide  of  potassium  given  for  a  few 
days ;  but  what  caused  chief  anxiety,  was  that  the  girl  had 
gradually  sunk  into  a  comatose  condition,  being  utterly 
indifferent  to  everything  that  went  on  around  her.  A  few 
days  ago  an  issue  had  been  placed  on  the  top  of  the  head,  but 
no  improvement  had  resulted. 

Present  condition. — I  found  the  patient  in  bed,  and  appa- 
rently quite  listless  and  unconcerned.  She  did  not  take  any 
notice  of  my  arrival,  nor  did  she  answer  the  questions  I  asked 
of  her.     When  I  requested  her  to  read  aloud  a  passage  from  a 
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book  she  looked  at  the  book  but  said  nothing.  She  did, 
however,  put  out  the  tongue  when  asked  to  do  so,  without 
apparent  difficulty;  it  was  not  tremulous,  and  only  slightly 
deviated  to  the  right  side.  The  pupils  were  large,  but  con- 
tracted fairly  well  under  the  influence  of  light.  The  ophthal- 
moscopic signs  were  negative.  It  was  difficult  to  ascertain 
the  exact  condition  of  the  ocular  muscles,  as  the  patient  would 
not  move  the  eyes  in  certain  directions  when  requested  to  do 
so ;  but  there  was  no  anparent  paralysis  of  any  of  them. 
There  was  no  anaesthesia  of  the  face,  and  no  apparent  defor- 
mity of  the  features  when  quiescent;  but  when  the  patient 
laughed,  it  was  seen  that  there  was  paralysis  of  the  lower 
branches  of  the  portio  dura  of  the  right  side,  for  (while  the 
muscles  of  the  mouth  moved  well  on  the  left  side,  they 
remained  motionless  on  the  right. 

The  patient  could  turn  over  in  bed,  and  get  out  of  bed, 
when  asked  to  do  so ;  and  it  was  then  at  once  seen  that  there 
was  considerable,  although  incomplete,  loss  of  power  in  the 
left  side.  She  appeared  to  have  great  difficulty  in  moving  the 
left  arm,  but  there  was  no  actual  paralysis.  When  asked  to 
take  hold  of  the  dynamometer,  she  could  not  grasp,  much  less 
squeeze  the  instrument ;  and  she  was  unable  to  approach  the 
two  blades  of  the  digitometer  with  the  thumb  and  the  first 
finger  of  the  left  hand.  There  was  nowhere  any  muscular 
rigidity  or  wasting,  and  no  exaggeration  of  tendon-reflexes  in 
the  left  upper  extremity.  Sensation  was  not  impaired;  on 
the  contrary,  there  appeared  to  be  a  degree  of  cutaneous 
hypersesthesia,  as  when  pricked  with  a  pin,  the  patient 
appeared  to  feel  it  much  more  keenly  on  the  left  than  on  the 
right  side.  With  the  right  hand  the  patient  grasped  the 
dynamometer,  although  she  refused  to  squeeze  it;  and  she 
approached  without  difficulty  the  two  blades  of  the  digito- 
meter. 

In  the  left  leg  there  was  a  considerable  degree  of  paresis, 
for  although  the  patient  could  walk,  she  did  so  in  a  shuffling 
manner,  and  could  not  throw  the  leg  properly  forward.  She 
walked  on  tiptoe  with  that  foot,  being  apparently  unable  to 
put  the  left  heel  to  the  ground.  There  was  no  rigidity  or 
wasting  of  muscles.  While  in  the  right  leg  cutaneous  sensi- 
bility appeared  to  be  normal,  there  was  a  decided  degree  of 
cutaneous  hypersesthesia  in  the  left  lower  extremity,  as  shown 
by  the  patient  calling  out  more  loudly  when  the  left  leg  was 
pricked  with  a  pin  than  she  did  when  the  right  was  similarly 
irritated.      The    cutaneous  reflexes  were    also    considerably 
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exaggerated  in  the  left  lower  extremity,  as  shown  when  the 
sole  of  the  foot  and  the  knee  were  tickled ;  while  in  the  right 
leg  the  reflex  excitability  of  the  skin  appeared  to  be  of  an 
average  medium.  The  greatest  difference,  however,  was  per- 
ceptible in  the  tendon-reflexes  in  the  two  lower  extremities ; 
for  while  in  the  right  leg  percussion  of  the  patellar  tendon  did 
not  produce  the  usual  knee-jerk  when  the  patient  was  in  the 
recumbent  position,  nor  could  ankle  clonus  be  elicited  by  for- 
cibly bending  the  foot,  there  was  exaggerated  patellar  tendon- 
reflex  in  the  left  side,  and  also  a  degree  of  ankle  clonus. 

The  patient  had  that  day  for  the  first  time  passed  her  urine 
in  bed,  otherwise  there  had  not  been  any  incontinence  of  the 
excretions.  There  was,  however,  a  peculiar  fetid  odour  about 
her,  which  had  been  noticed  by  the  practitioner  in  attendance 
for  some  time  past.  I  had  no  opportunity  of  examining  the 
urine,  but  was  informed  that  it  had  been  found  normal  a  few 
days  before.  The  action  of  the  bowels  was  sluggish;  the 
patient  appeared  to  have  no  appetite,  and  was  fed  as  an  infant. 
The  thoracic  viscera  were  healthy,  but  it  struck  me,  on 
examining  the  chest,  that  the  mammae  were  unusually  deve- 
loped for  a  girl  of  her  age.     Temperature  normal,  pulse  100. 

In  consultation  with  two  medical  practitioners,  I  now 
reviewed  the  whole  of  the  symptoms,  and  made  the  diagnosis 
of  tumor  cerebri.  There  had  been  headache  and  vomiting : 
the  paralytic  symptoms  had  come  on  gradually,  and  pointed  to 
a  lesion  in  the  motor  area  of  the  right  side  of  the  brain ;  while 
the  hypersesthesia,  which  was  likewise  present,  rendered  it 
evident  that  the  lesion  was  of  an  irritative  character,  and  also 
affected  sensory  areas.  It  is  true  that  there  had  been  no 
epileptiform  or  convulsive  fits  of  any  description,  which  are 
common  in  some  forms  of  tumour  of  the  brain ;  but  it  is  well 
known  that  these  are  not  a  necessary  sequel  of  the  disease. 
From  there  being  no  choked  disc,  I  concluded  that  the  intra- 
cranial space  was  not  materially  reduced,  and  that  the  tumour 
was  therefore  not  of  a  large  size.  Of  the  other  lesions  which 
we  are  in  the  habit  of  meeting  in  the  brain,  hasmorrhage  and 
embolism  could  be  excluded,  as  in  them  the  symptoms  appear 
suddenly,  and  are  of  an  apoplectiform  character,  while  in  the 
present  case  their  onset  had  been  slow.  With  regard  to 
thrombosis,  that  form  which  is  due  to  general  marasmus  and 
senile  decay,  could  likewise  be  excluded ;  while  the  suspicion 
of  syphilis,  which  presented  itself  to  my  mind,  I  felt  compelled 
to  put  aside,  on  account  of  there  not  being  any  history  of 
either  primary  or  secondary  symptoms,  and  not  less  so  on 
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account  of  the  surroundings  of  the  patient^  which  were  of  the 
most  respectable  kind,  and  rendered  such  an  event  highly 
improbable,  and  apparently  impossible.  I  gave  an  unfavor- 
able prognosis,  and  for  treatment  advised  that  the  patient 
should  be  put  on  a  drachm  of  the  liquor  of  perchloride  of 
mercury  and  ten  grains  of  iodide  of  potassium  three  times 
a  day. 

I  did  not  see  the  patient  again,  but  was  informed  by  the 
practitioner  in  attendance  that  she  sank  gradually,  without 
any  particular  change  in  the  symptoms  having  occurred  except 
that  they  slowly  increased  in  severity,  and  she  died  on  April 
11,  nine  days  after  my  visit. 

A  post-mortem  examination  of  the  head  was  made,  and  the 
right  half  of  the  brain  sent  to  me.  A  cursory  inspection 
having  given  a  startling  result,  I  forwarded  the  specimen  for 
examination  to  Dr.  Bevan  Lewis  of  the  West  Riding  Lunatic 
Asylum  at  Wakefield ;  and  he  has  very  kindly  furnished  me 
with  the  following  report  of  his  investigation. 

The  pia  and  arachnoid  were  thickened,  opaque,  and  adherent 
to  the  subjacent  cortex,  tearing  the  latter  upon  their  removal. 
The  membranes  were  studded  with  a  multitude  of  nodular 
growths  of  a  yellowish-grey  colour,  somewhat  firm  in  consis- 
tency, and  varying  from  half  to  two  millimetres  in  diameter. 
Many,  however,  were  disposed  in  confluent  clusters,  forming 
larger  nodulated  masses.  These  formations  permeated  the 
structure  of  the  pia,  being  disposed  along  the  vessels  within 
its  meshes. 

The  vessels  were  opaque  and  thickened,  occasionally 
swollen  into  fusiform  enlargements,  occasionally  studded  by 
numbers  of  these  growths  along  their  whole  course  through 
the  membrane.  These  nodular  outgrowths  from  the  vessels 
occasionally,  but  rarely,  were  traced  into  the  cortex  and  sub- 
jacent medulla.  Microscopically  and  macroscopically  they 
were  identical  with  syphilitic  gummata,  and  the  condition  in 
every  way  answered  to  the  form  of  syphilitic  arteritis  described 
by  Heubner  and  others. 

Each  small  growth  was  arranged  around  a  blood-vessel, 
and  on  transverse  section  showed  the  lumen  of  the  vessel  much 
reduced  by  the  thickening  of  its  inner  coat  and  the  presence 
of  a  great  accumulation  of  small  round  cells  together  with 
slightly  spindle-shaped  elements. 

The  accumulation  of  such  elements  had  in  all  cases  greatly 
diminished  the  calibre  of  the  vessel  even  occasionally  to  occlu- 
sion. 
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The  adventitia  was  likewise  infiltrated  by  a  similar  small 
cell  formation.  In  the  larger  aggregation  of  these  growths 
the  mass  is  seen  to  consist  of  similar  small  cell  growths  enclo- 
sing numerous  blood-vessels,  exhibiting  a  similar  thickening 
of  the  inner  coats  and  great  diminution  of  their  lumen.  The 
blood-vessels  of  the  cortex  were  unnaturally  engorged,  and  in 
one  instance  a  tract  of  softening  in  the  subjacent  medulla  was 
traced  to  its  terminal  nutrient  artery,  which  was  plugged  by  a 
clot  at  the  site  of  a  gummatous  growth  along  its  course. 

The  dura  mater  was  at  one  spot  firmly  glued  to  the  sub- 
jacent soft  membranes  by  extension  of  the  growth  to  it. 

The  nerve-cells  of  the  cortex  were  in  all  respects  normal 
in  their  appearance,  and  the  several  layers  were,  except  in  the 
unusual  engorgement  of  their  vessels,  and  the  occasional  pres- 
ence upon  them  of  the  changes  seen  in  the  membranes,  quite 
free  from  morbid  alterations. 

To  this  it  should  be  added  that  when  the  sac  of  the  arach- 
noid was  opened  about  three  ounces  of  serum  escaped.  The 
rest  of  the  brain  was  apparently  healthy. 

Memarlis. — I  have  rarely  met  with  a  case  which  raised  so 
many  points  of  almost  tragic  interest  as  the  one  which  I  have 
just  related.  Here  we  have  to  do  with  a  young  girl,  only  four- 
teen years  of  age,  of  most  respectable  parentage  and  brought 
up  in  an  unexceptional  manner,  suddenly  falling  ill  with 
syphilitic  brain  disease  and  succumbing  to  it.  How  and  when 
did  she  become  infected  ?  Did  she  receive  the  poison  in  the 
ordinary  way,  or  by  accidental  inoculation,  say  of  the  lips  or 
fingers  ?  Was  the  crime  of  violation  added  to  the  infection, 
and  was  she  pregnant  at  the  time  of  her  death  ?  It  is  at  least 
possible  that  this  may  have  been  the  case,  as  she  had  lost  her 
courses  for  some  months,  and  as  I  noticed  on  examining  her 
chest  an  unusually  large  development  of  the  mammae.  On  all 
these  and  other  points,  however,  there  is  absolutely  no  infor- 
mation, nor  is  it  possible  from  the  circumstances  which  are 
known  about  the  case  to  arrive  at  any  definite  conclusion 
regarding  any  of  them. 

Then  with  regard  to  the  nature  of  the  disease,  we  are  con- 
fronted with  the  fact  of  hysteria  having  been  diagnosed,  and 
treatment  appropriate  to  that  condition  being  recommended 
and  carried  out,  in  a  patient  suffering  from  syphilitic  disease 
of  the  brain.  Whatever  may  have  been  the  exact  condition 
of  the  patient  when  this  diagnosis  was  made,  I  must  say  that 
when  I  saw  the  patient  it  was  quite  impossible  to  assume  that 
she  was  suffering  from  hysteria ;  and  I  founded  my  diagnosis 
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not  only  on  the  comatose  state  of  the  patient  and  on  the  semi- 
paralytic  condition  of  one  side  of  the  face  and  the  body,  which 
may  occur  in  certain  forms  of  hysteria,  but  also  on  the  funda- 
mental difference  in  the  appearance  of  the  tendon-reflexes  in 
the  two  lower  extremities. 

In  hysteria  the  tendon-reflexes  may  be  normal,  increased, 
or  diminished,  but  as  far  as  my  experience  goes  I  have  found 
that  whether  normal,  increased,  or  diminished,  they  are  equal 
in  symmetrical  parts  of  the  body.  I  have  therefore  for  some 
time  past  looked  upon  well-marked  differences  in  these 
reflexes  in  corresponding  areas  of  the  body,  as  a  sign  that  we 
have  to  do  with  structural  disease  in  some  portion  of  the  ner- 
vous system.  In  such  cases  the  seat  of  the  lesion  may  be  in 
the  brain,  the  spinal  cord,  or  the  peripheral  nerves,  and  in 
forming  our  opinion  concerning  the  precise  seat  of  the  disease 
in  a  given  case,  we  have  to  be  guided  by  the  other  symptoms 
which  are  present.  Thus  I  have  noticed  differences  in  tendon- 
reflexes  in  symmetrical  parts  in  the  various  forms  of  hemi- 
plegia from  cerebral  haemorrhage,  embolism,  and  thrombosis  ; 
in  different  forms  of  paralysis  from  tumour  of  the  brain ;  in 
sclerosis  of  the  lateral  and  posterior  columns  of  the  cord ;  in 
infantile  paralysis  from  poliomyelitis  of  the  anterior  cornua  ; 
and  in  atrophy  of  muscles  from  local  neuritis,  as,  for  instance, 
the  crural  or  ulnar  nerve.  All  these  different  pathological 
conditions  have  one  feature  in  common,  viz.  that  there  is 
structural  alteration  in  certain  portions  of  the  nervous  system, 
while  their  other  clinical  aspects  habitually  differ  in  so 
marked  a  manner  that  in  the  vast  majority  of  cases  little  diffi- 
culty can  be  experienced  in  arriving  at  an  accurate  diagnosis. 
From  noticing  the  considerable  difference  in  the  tendon- 
reflexes  in  symmetrical  parts  in  the  present  case,  I  was  led  to 
the  conclusion  that  I  had  to  do  with  organic  disease  in  some 
portion  of  the  nervous  system,  and  not  with  hysteria,  a  most 
important  matter  where  this  becomes  a  question  of  life  or 
death  for  the  patient.  The  other  symptoms  which  were  pre- 
sent, together  with  the  course  of  their  development,  then  led 
me  to  give  the  opinion  that  the  case  was  one  of  tumour  of  the 
brain,  which  was  confirmed  by  the  post-mortem  examination. 
Although  I  failed  to  recognise  the  syphilitic  nature  of  the 
affection,  which  under  the  special  circumstances  of  the  case 
might  be  excusable,  yet  the  treatment  which  I  advised  by 
mercury  and  iodide  of  potassium,  in  place  of  iron  and  elec- 
tricity, might  have  saved  the  life  of  the  patient  if  it  had  been 
resorted  to  at  an  earlier  period  of  the  disease.     As  it   was, 
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that  treatment  was  only  put  into  practice  when  the  case  had 
almost  reached  its  natural  termination.  The  idea  of  syphilis 
appeared,  indeed,  so  improbable  in  this  case  that  the  practi- 
tioner in  attendance  has  since  written  to  me  to  say  that  even 
now  he  cannot  believe  that  it  was  really  syphilitic.  I  cannot 
help  alluding  here  to  the  peculiarly  fetid  smell  exhaled  by  the 
skin  of  the  patient,  which  is  often  found  in  syphilis,  but  which 
was  in  the  present  instance  somewhat  masked  by  the  inconti- 
nence of  urine  which  had  taken  place.  In  any  future  doubtful 
case  of  this  kind,  however,  I  should  be  inclined  to  attach 
importance  to  this  symptom. 

In  conclusion,  I  will  only  allude  to  the  curious  circumstance 
of  the  portio  dura  having  been  paralysed  on  the  side  opposite 
to  the  affected  limbs,  that  is,  on  the  same  side  as  the  cerebral 
lesion,  thus  constituting  a  case  of  what  Gubler  has  called  alter- 
nate paralysis.  In  general  this  condition  is  found  to  be  present 
in  disease  of  the  pons  Varolii,  but  in  the  present  instance  the 
pons  does  not  appear  to  have  been  markedly  affected.  The 
comatose  condition  which  was  so  marked  a  clinical  feature  of 
the  case,  was  no  doubt  intimately  connected  with  the  un- 
natural engorgement  of  the  blood-vessels  of  the  cortex,  which 
was  revealed  by  the  post-mortem  examination. 
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VI. — Double  Dislocation  of  the  Jaw.  Reduced  by 
Manipulation  after  Eighteen  Weeks.  By  0.  Hilton 
GoLDiNG-BiKD.     Bead  October  26,  1883. 

THOS.  W.,  aet.  22,  a  sailor,  was  on  board  ship  off  South. 
Africa  on  May  2,  1883,  when  he  felt  a  snap  in  his  jaws 
after  a  fit  of  gaping  and  was  unable  to  close  his  mouth.  He 
had,  as  was  afterwards  seen,  produced  a  bilateral  dislocation 
of  the  lower  maxilla ;  he  went  through  the  usual  incon- 
veniences for  the  first  three  weeks,  when  the  dribbling  of 
saliva  ceased,  and  he  could  so  far  approximate  the  teeth  that 
the  lips  could  be  closed,  but  the  teeth  never  met,  the  molars 
remaining  half  an  inch  apart.  Mastication  was  therefore 
impossible. 

Two  weeks  after  the  accident  he  landed,  and  was  put  under 
chloroform  by  a  native  (black)  doctor,  who,  however,  could 
do  nothing  to  relieve  him.     He  then  returned  to  England. 

He  was  admitted  into  Guy's  under  my  care  on  August 
20,  1883 ;  an  examination  showed  an  inability  to  close  the 
jaws  more  than  above  stated,  but  the  lips  could  be  shut ;  the 
chin  projected  characteristically  and  in  the  middle  line,  both 
articulations  being  apparently  affected  in  the  same  degree, 
yet  on  the  left  side  there  was  a  more  marked  dimple  in  the 
skin  behind  the  condyle  than  on  the  right.  He  lived  on  soft 
or  liquid  food  entirely.  The  jaw  could  be  moved  very  slightly 
both  passively  and  actively,  and  an  examination  inside  the 
mouth  showed  the  tips  of  the  coronoid  processes  resting  on 
the  lower  margins  of  the  malar  bones.  The  incisors  of  the 
two  jaws  were  three  quarters  of  an  inch  apart,  and  those  of 
the  lower  were  in  advance  of  those  of  the  upper. 

On  August  31  I  attempted  to  reduce  the  dislocation  under 
chloroform.  Various  attempts  were  made  over  a  period  of 
half  an  hour,  but  no  alteration  could  be  effected  in  the  position 
of  the  jaw.  Pressure  with  the  thumbs  on  the  back  teeth  j 
direct  upward  pressure  of  the  chin  by  the  hand,  as  well  as  by 
a  tourniquet  pressing  over  the  top  of  the  head,  wedges  having 
been  placed  between  the  molars ;  direct  separation  of  the 
molars  by  means  of  a  gag;  and  lastly,  pressure  upon  the 
coronoid  processes,  singly  and  together,  were  all  tried,  but 
beyond  tearing  of  adhesions  nothing  was  apparently  gained. 
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After  three  days,  when  the  swelling  resulting  from  manipu- 
lation had  subsided,  the  patient  was  in  exactly  the  same  state 
as  on  admission. 

On  September  7,  I  again  had  him  under  chloroform  with 
the  idea  of  dividing  the  attachment  of  the  temporal  muscle — 
by  cutting  across  the  coronoid  process — but  this  time,  when 
fully  anaesthetised,  it  was  evident  that  there  was  much  more 
movement  than  on  the  first  occasion.  I  once  more  tried 
Nelaton's  plan  of  direct  pressure  on  the  coronoid  process, 
attacking  the  right  one  first,  and  it  began  to  yield ;  a  second 
attempt  reduced  that  side  of  the  jaw.  The  left  side  was  now 
quickly  replaced  after  the  same  method.  The  mouth  could 
be  now  closed,  but  the  dislocation  was  easily  reproduced  upon 
opening  it  to  its  full  extent.  The  incisor  teeth,  however, 
when  approximated,  were  not  in  normal  position ;  the  lower 
ones  being  one  eighth  of  an  inch  in  advance  of  the  upper. 
Direct  pressure  with  great  force  in  a  backward  direction  was 
made  upon  the  chin  for  a  short  time,  and  the  teeth  then 
assumed  and  retained  their  natural  positions,  i.e.  the  lower 
incisors  retreated  behind  the  upper. 

The  mouth  was  kept  closely  bandaged  until  the  third  day, 
when  the  bandage  was  slackened,  allowing  the  patient  to 
separate  the  front  teeth  to  the  extent  of  half  an  inch. 

Two  days  later  (September  12)  he  was  discharged  wearing 
a  loose  bandage  that  merely  prevented  his  opening  the  mouth 
to  its  full  extent.     He  could  masticate  solid  food. 

He  was  seen  a  week  later,  apparently  perfectly  well,  but 
was  advised  to  continue  the  bandage  for  six  weeks  longer. 

Of  the  relative  positions  of  the  coronoid  processes  to  the 
under  borders  of  the  malar  bones  there  could  be  no  doubt  in 
this  case.  The  patient  was  a  thin  spare  man,  and  through 
the  mucous  membrane  of  the  cheek  the  bones  in  contact  could 
be  certainly  distinguished.  It  was  but  the  tips  of  the  coronoid 
processes  that  touched  the  under  edges  of  the  cheek  bones, 
these  latter  in  no  way  engaging  the  sigmoid  notches. 

On  the  first  attempt  at  reduction  I  am  disposed  to  think 
that  Nelaton's  plan  might  have  succeeded  had  I  tried  it  first 
instead  of  last;  but  coming  last  of  all,  I  confess  that  my 
hands  were  pretty  well  cramped. 

On  the  second  attempt  it  was  applied  first  and  with  the 
additional  advantage  of  adhesions  having  been  already  torn 
down.  The  condyles  slipped  back  with  a  smooth  gliding 
movement,  though  the  final  "  snap  "  was  not  so  clear  as  in 
recent  cases. 
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It  is  interesting  to  note  the  underhung  position  of  the 
lower  jaw  after  reduction,  due  no  doubt  to  inflammatory 
products,  or  even  granulation  tissue  occupying  the  articular 
cavity,  soft  enough,  however,  to  yield  to  forcible  backward 
pressure. 

Although  Nelaton's  plan  succeeded  here,  the  case  does 
not  appear  to  me  to  warrant  the  conclusion  that  the  contact 
of  the  coronoid  processes  with  the  malar  bones  was  the 
hindrance  to  reduction. 

The  sensation  conveyed  to  my  hand  during  reduction  was 
distinctly  that  the  articular  process  was  checked  by  some 
resisting  body  before  it  finally  slipped  into  the  glenoid  cavity. 
For  the  reduction  of  the  right  side  was  accomplished  in  two 
stages ;  the  first  terminating  in  a  resistance  met  with  after 
the  condyles  had  left  the  malar  bones  ;  the  second  consisting 
of  a  renewed  effort  to  force  the  jaw  over  this  obstruction  into 
the  articular  cavity  by  a  prolonged  downward  and  backward 
pressure. 

In  spite,  therefore,  of  the  assertions  of  some  of  the  highest 
authorities  to  the  contrary,  I  cannot  but  think  that  the 
emminentiee  articulares,  together  no  doubt  with  some  inflam- 
matory products,  were  the  main  obstacles  to  reduction. 

This  case  of  eighteen  weeks',  and  Pollock's  case  of  four 
months'  standing  are  the  two  longest  that  I  am  acquainted 
with  where  attempts  at  reduction  proved  entirely  successful. 
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VII. — A  Case  of  Wound  of  the  Plantar  Arch,  in  which 
Secondary  Hcemorrhage  occurred  on  the  Thirteenth 
and  Sixteenth  Days  foUoiving  the  Injury.  By 
G-EORGE  RoBEETSON  TuENEK,  F.R.C.S.  Bead 
November  9,  1883. 

EDWARD  S.,  aet.  10,  schoolboy,  on  April  14,  1883,  jumping 
on  a  piece  of  glass  received  a  punctured  wound  of  the 
sole  of  the  left  foot.  The  bleeding  was  arrested  by  a  com- 
press of  lint,  and  the  surgeon  who  first  saw  him  reports  that 
he  sought  for  but  could  find  no  wounded  vessel.  There  was  no 
fragment  of  glass  in  the  wound.  On  the  haemorrhage  recui*- 
ring  on  April  16  he  was  admitted  into  the  Seamen's  Hospital. 
The  boy  seemed  healthy,  and  there  was  no  history  of  haemor- 
rliagic  diathesis. 

The  house  surgeon  being  unable  to  find  the  bleeding  vessel 
in  the  wound,  applied  a  firm  pad  and  readily  stopped  the  flow 
of  blood. 

Ten  days  afterwards  (April  26)  slight  bleeding  occurred 
in  the  night,  and  again  on  the  morning  of  the  27th,  thirteen 
days  after  the  accident.  Ether  was  administered,  the  wound 
enlarged  and  thoroughly  explored.  The  parts  were  sodden, 
rotten,  and  swollen;  blood  evidently  from  an  arterial  source 
welled  up  from  the  deepest  part.  No  wounded  artery  could 
be  found.  It  was  decided  on  consultation  with  Mr.  Johnson 
Smith  to  apply  a  ligature  to  the  posterior  tibial  artery.  This 
was  accordingly  done  behind  the  inner  malleolus,  a  chromic 
acid  catgut  ligature  being  used.  The  haemorrhage  was 
arrested  only  momentarily.  There  seemed  to  be  no  doubt  that 
the  vessel  was  tied  above  its  bifurcation.  Pressure  on  a 
higher  part  of  its  course  had  no  effect  on  the  bleeding.  The 
dorsalis  pedis  was  then  secured  and  all  haemorrhage  ceased. 

On  April  30  (three  days  afterwards)  the  wound  of  the  sole 
again  bled  freely.  The  patient  being  narcotised  actual  cautery 
was  applied  to  the  wound,  which  was  plugged  firmly  with 
sponge.  The  latter  was  removed  two  days  afterwards.  No 
fresh  haemorrhage  occurred,  and  the  boy,  though  pale  and 
low  from  loss  of  blood,  made  a  good  recovery. 

This  case  of  punctured  wound  involving  the  plantar  arch 
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is  of  interest  chiefly,  I  think,  as  bearing  on  the  question  of 
the  treatment  of  these  injuries.  Ought  one  at  once  and  always 
to  cut  down  upon  and  secure  the  wounded  vessel,  not  heeding 
the  extent  to  which  it  may  be  necessary  to  interfere  with  the 
tendons  and  other  structures  of  the  sole  ?  Or  should  one  first 
try  the  effect  of  pressure  if  the  artery  is  not  to  be  found  in  the 
existing  wound  ?  In  this  case  for  ten  days  following  such 
pressure  there  was  no  bleeding,  yet  after  all  it  recurred.  On 
then  enlarging  the  wound  any  search  for  the  vessel  appeared 
to  be  hopeless,  so  ligature  above  was  practised.  As  in  analo- 
gous cases  of  wound  of  the  palmar  arch,  both  vessels  leading 
to  the  part  had  to  be  tied  before  the  haBmorrhage  ceased,  and 
then  it  did  so  but  for  three  days.  Had  the  actual  cautery  and 
plugging  failed  eventually  to  arrest  it,  I  suppose  ligature  of 
the  femoral  would  have  been  indicated. 

I  should  be  glad  to  hear  the  opinion  of  those  with  more 
experience  than  myself  of  this  form  of  injury  on  these  points. 
Had  I  a  similar  case  again,  I  think  I  should  try  the  actual 
cautery  sooner. 
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VIII. — A  Case  of  Ununited  Fracture  of  the  Patella 
treated  by  Suture  of  the  Fragments.  By  George 
KoBERTSON  Turner,  F.R.O.S.  Bead  November  9, 
1883. 

HENRY  St.  Clair,  set.  39,  seaman.  Family  history  good. 
Had  jungle  fever  in  Burmah  eight  years  ago  ;  otherwise 
had  always  enjoyed  good  health. 

In  1859,  whilst  jumping  over  a  fence,  he  slipped,  struck  the 
top  of  it,  and  fell  to  the  ground,  feeling  his  left  patella  snap ; 
could  not  walk  or  rise  after  the  accident,  was  treated  at  the 
Seamen's  Hospital,  New  York,  for  six  months.  The  frag- 
ments were  approximated  by  means  of  strapping,  and  a 
posterior  straight  wooden  splint  applied.  Ten  months  after 
the  accident  was  able  to  do  his  work  as  a  seaman,  and  the  left 
knee-joint  was  nearly  as  good  as  the  other.  As  time  went  on 
the  fragments  became  gradually  more  widely  separated.  In 
April,  1881,  he  fell  off  the  ship's  rail  on  to  a  chain  cable  and 
struck  his  left  knee.  He  felt  the  knee-cap  give  between  the 
pieces  of  bone.  This  second  fracture  was  treated  at  the  Rio 
de  Janeiro  Hospital  by  means  of  pasteboard  splints  and  strap- 
ping. The  fragments  could  not  be  kept  in  apposition,  and 
after  two  and  a  half  months  he  was  discharged,  being  told  that 
nothing  could  be  done  for  him.  He  came  straight  to  the 
Seamen's  Hospital,  Greenwich. 

Admitted  August  4,  1881. — A  sallow- complexioned 
man.  There  was  an  ununited  fracture  of  the  left  patella,  the 
fragments  being  separated  by  2^  to  3  inches.  The  lower  one 
was  very  small.  By  using  considerable  traction  they  could  be 
made  nearly  to  meet.  The  left  thigh  and  leg  were  wasted, 
and  he  was  unable  to  walk  or  move  the  limb  without  a  posterior 
splint.     With  the  aid  of  a  stick  he  could  just  hobble  about. 

Mr.  Johnson  Smith  saw  the  case  in  consultation  with  me, 
and  it  was  determined  to  wire  the  fragments  of  the  patella 
together. 

Previous  to  the  operation  the  limb  was  for  some  time  kept 
at  rest  on  a  posterior  splint,  and  the  fragments  maintained  in 
as  close  apposition  as  possible. 

October  26. — Ether.  Strict  antiseptic  precautions.  A 
longitudinal  incision  of  4  inches  was  made  over  the  front  of 
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the  joint  and  the  fracture  exposed.  The  fragments  were 
found  coated  with  fibrous  tissue  and  separated  by  about  2\ 
inches ;  the  upper  one  was  bound  down  to  the  femur  by  some 
fibrous  adhesions;  the  lower  one,  much  smaller,  consisted  of 
two  small  pieces  united  by  fibrous  tissue.  The  adhesions  were 
broken  down,  the  bones  refreshed,  drilled,  and  tied  together 
by  stout  silver  wire.  The  larger  and  lower  portion  of  the 
lower  fragment  was  selected  for  drilling,  the  upper  one  being 
obviously  too  small.  The  parts  were  approximated  without 
difficulty ;  no  division  of  the  quadriceps  was  necessary.  A 
pair  of  dressing  forceps,  passed  into  the  joint,  was  made  to 
project  at  its  most  dependent  part  on  the  inner  side  ;  and  an 
incision  being  made  on  its  projecting  point  a  horsehair  drain 
was  passed  through  the  wound.  Another  drain  was  in  the 
same  way  passed  through  the  joint  on  the  outer  side. 

The  stout  wires  connecting  the  fragments  were  twisted 
three  times  from  right  to  left  and  made  to  project  from  the 
wound.  This  was  united  by  superficial  silver  sutures,  and 
drained  by  a  small  piece  of  india-rubber  tubing.  Ordinary 
antiseptic  dressings  were  applied,  and  the  limb  placed  on  a 
straight  posterior  splint.  In  this  case  the  wire  was  passed 
right  through  the  patellar  fragments;  the  lower  fragment 
consisting  as  it  did  of  two  such  small  pieces  could  not  have 
been  drilled  obliquely.  The  operation  lasted  just  over  an  hour. 
His  temperature  in  the  evening  was  98 "6°,  he  slept  fairly,  and 
the  following  morning  the  temperature  was  98°.  The  wound 
was  dressed  and  looked  remarkably  quiet  and  well.  The 
temperature  that  evening  rose  to  101°,  and  remained  between 
99-2°  and  100'2°  for  the  next  three  days.  The  wound  looked 
quiet,  but  the  joint  gradually  became  swollen.  On  November 
1st  he  shivered  and  his  temperature  rose  to  102*8°,  the  highest 
point  it  attained.  His  pulse  was  correspondingly  rapid. 
Freer  exit  was  given  to  the  discharge  from  the  wounds,  and 
some  purulent  matter  evacuated.  Further  incision  was  neces- 
sary on  November  4  and  6;  and  on  November  18  for  some 
burrowing  of  matter  in  the  ham.  The  temperature  at  this 
time  ranged  between  100°  and  102°  at  night,  falling  to  normal 
in  the  morning  (Plate  I) .  After  the  pus  was  evacuated  there 
was  no  further  rise  of  importance.  The  discharge  from  the 
wounds  lessened,  the  swelling  decreased. 

On  February  7  the  wires  uniting  the  fragments  were  un- 
twisted and  pulled  out.  By  February  20  all  drainage  was 
dispensed  with,  the  wound  being  superficial  was  dressed  with 
boracic  acid  lint,  and  the  spray  discontinued. 
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No  attempt  at  passive  movement  was  made ;  the  patient 
refused,  saying  that  "  all  lie  wanted  was  a  stiff  knee." 

The  after  progress  of  the  case  presented  no  features  of 
interest. 

A  short  time  after  he  was  up  and  about  he  fancied  there 
was  a  little  movement  in  the  joint,  but  he  again  refused 
passive  motion. 

The  patient  since  his  convalescence  has  been  doing  work 
as  porter  to  the  hospital.  The  patella  can  be  moved  laterally 
to  a  certain  extent.  There  is  some  new  osseous  matter  around 
it,  so  that  it  is  larger  than  natural. 

Although  this  case  did  not  after  the  fifth  day  pursue  an 
aseptic  course,  I  think  there  is  no  doubt  that  its  progress  was 
largely  influenced  for  good  by  the  antiseptic  precautions  taken. 
Whether  the  suppuration  occurred  from  some  error  in  the 
dressing,  or  as  the  result  of  an  insufficient  drainage,  or  pos- 
sibly because  the  wires  were  passed  right  through  the  frag- 
ments, I  do  not  know.  The  freedom  from  all  fever  imme- 
diately after  the  operation  and  the  favorable  course  for  five 
days  shows,  I  think,  that  at  the  time  of  the  operation  itself  all 
due  precautions  were  taken.  With  regard  to  the  fact  that  the 
wires  were  passed  through  the  fragments,  I  regret  that  I  did 
not,  as  in  similar  cases  done  subsequently  by  Mr.  Lister  and 
Mr.  Teale,  pass  the  lower  wire  through  the  ligamentum 
patellae ;  but  a  case  of  Mr.  Davies-Colley,  which  I  have  his 
permission  to  mention,  shows  that  the  fragments  may  be  com- 
pletely perforated  and  the  wire  passed  right  through  the  joint, 
without  suppuration  resulting.  Mr.  Royes  Bell  too  tells  me 
that  he  was  not  particular  in  respecting  the  articular  cartilage 
in  the  cases  that  he  has  done.  Even  when  suppuration  does 
occur,  good  movement,  if  antiseptic  treatment  is  religiously 
adhered  to,  and  passive  motion  subsequently  employed,  may 
possibly  follow.  This  is  well  shown  in  a  case  of  Mr.  Jessop's 
published  in  the  British  Medical  Journal  of  June  9th,  1883, 
and  I  myself  have  had  a  similar  result  after  suppuration  in  the 
elbow- joint. 

To  discard  the  spray  and  abandon  antiseptic  precautions  if 
by  any  chance  a  wound  ceases  to  be  aseptic  is,  I  submit,  a 
grave  mistake.  The  suppuration  in  this  case  was  attended 
for  about  three  weeks  by  an  elevation  of  the  evening  tempera- 
ture— a  little  higher  perhaps,  than  occurs  in  hectic  fever — and 
by  a  fall  in  the  morning  to  normal,  a  temperature  chart  such 
as  one  sees  in  a  case  of  hectic  occurring  in  a  negro,  not  such 
an  one  as  usually  accompanies  suppuration  of  the  knee-joint. 
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Although  my  patient,  once  a  helpless  cripple,  is  now  doing 
active  work  as  a  hospital  porter,  the  case  is  a  failure,  insomuch 
that  he  might  have  had  a  moveable  joint. 

Looking  at  it  in  this  light  I  at  first  had  some  hesitation  in 
bringing  it  before  the  notice  of  the  Society.  I  have  ventured 
to  do  so,  however,  on  the  principle  that  when  a  surgeon  under- 
takes a  new  operation,  and  a  grave  one,  he  should  publish 
it  whatever  the  result.  Comparatively  few  cases  had  been 
published  when  last  summer  I  sent  this  one  to  be  read  here. 
I  have  now  collected  fifty,  the  majority,  I  believe,  unpublished, 
and  before  passing  to  a  brief  review  of  them  I  must  express 
my  thanks  to  those  surgeons  who  have  so  readily  given  me 
permission  to  make  use  of  their  cases  and  furnished  me  with 
details  about  them. 
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Thoroughly  useful  joint. 

All  very  good  results.     Six  cases  shown  at  the  Medical 
Society,  Oct.  29,  1883. 

Two  cases  did  well  (published).      A   third   case  sup- 
purated ;  impaired  movement  (not  yet  published). 

In  one  case  suppuration  and  sloughing  occurred,  slight 
movement  eventually.     In  one   case  wire  passed  to 
inner  side  of  patella.    Good  results  in  three  cases  (one 
case  as  yet  published). 

Suppuration  and  burrowing  of   matter  in   the   thigh 
followed,  with  considerable  constitutional  disturbance. 
Anchylosis  ensued  (not  yet  published). 

Good  movement  in  both  cases.     One  case,  a  compound 
fracture,  suppurated,  and  for  a  time  there  was  con- 
siderable constitutional  disturbance  (for  nine  daj-s). 
Eventually  after  the  exercise  of   passive  motion  for 
some  time,  the  patient  recovered  with  a  nearly  perfect 
joint.     In  the  simple  case,  which  did  well,  no  pro- 
vision for  the  drainage  of  the  joint  was  made  (both 
cases  published). 

Anchylosis.     It  is  doubtful  whether  suppuration  oc- 
curred.    The  patient  subsequently  sustained  a  com- 
pound fracture  of  the  united  patella,  and  excision  of 
the  joint  was  performed  by  Mr.   W.   Thomson,   of 
Dublin  (published). 
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Good  movement  in  both,  one  a  compound  fracture,  no 
provision  for  drainage  of  any  kind  in  this  case;  did 
perfectly  well  (published). 

2  Suppuration  and  anchylosis  ensued.  In  one  case 
broncho-pneumonia,  caused  by  prolonged  etherisation, 
foUovFed  operation  (not  yet  published). 

In  this  case  the  operation  was  abandoned;  after  the 
fragments  were  wired  it  was  found  impossible  to  get 
them  together.  The  patient  did  well  afterwards  "  no 
better  and  no  worse  "  eventually. 

Partial  movement.  The  fragments  could  not  be 
brought  nearer  than  one  inch  from  each  other,  even 
after  division  of  quadriceps,  ligamentum  patellae, 
and  lateral  incisions  into  the  aponeuroses  of  vasti 
The  wound  for  removing  the  wire  suppurated  without 
affecting  the  joint  (published). 

Suppuration  and  anchylosis.  "  All  known  antiseptic 
precautions  were  taken,  but  a  colleague  who  helped 
me  in  manipulating  the  wires  had  not  previously 
washed  his  hands  in  the  antiseptic  fluid.  Of  course 
however,  his  hands,  like  everything  else  that  touched 
the  wound,  were  bathed  in  the  carbolic  spray." — Mr. 
Holmes,  St.  George's  Hospital  Reports,  vol.  x,  p.  496 

"Use  of  limb  recovering  rapidly  "  (published). 


Good  result ;  slight  impairment  of  the  power  of  com 
plete  flexion.     The  lower  fragment  small,  so  it  was 
"found  necessary  to  pass  the  sutures   through  the 
ligamentum  patellae  into  the  cavity  of  joint "  (pub- 
lished). 


fGood  results;  mentioned  by  Mr.  Jordan  Lloyd,  ii 
his  paper  in  the  Birmingham  Review,  vol.  xiii. 


One  patient  operated  on  during  the  incubative  period 
of  syphilis.  Anchylosis  without  any  previous  sup- 
puration ensued.  Perfect  recovery  in  another  case. 
A  third  case  had  but  little  movement,  and  the  patella 
broke  again  whilst  passive  motion  was  being  employed. 
Eventually  the  patient  recovered  with  "  increased  but 
not  perfect  movement."  The  fourth  case  is  still  under 
treatment,  doing  well  (not  yet  published). 

Still  under  treatment;  doing  well.     Silk  used. 
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Result. 


Fibrous  union ;  firmer  at  the  end  of  three  months.  The 
patient  was  then  going  about  with  the  knee  in  a  case 
(not  published). 

Partial  movement  j  returned  to  work  before  passive 
movement  was  employed.  Suppuration  necessitating 
incisions  occurred. 

Suppuration  and  anchylosis;  no  passive  movement 
employed.  Lower  fragment  comminuted  and  small; 
wires  passed  right  through  fragments  (published). 

One  case  a  compound  fracture.  One  wire  passed  right 
through  both  fragments.  Fibrous  anchylosis  of  the 
joint  allowing  slight  movement  ensued.  Passive 
movement  not  yet  attempted  (not  published).  The 
other  case  resulted  in  fibrous  union  of  the  fragments 
with  good  movement.  One  wire  was  passed  through 
the  ligamentum  patellse  (not  published). 

Good  movement.  In  one  case  there  was  a  slight 
purulent  discharge — no  rise  of  temperature,  however 
Flexion  imperfect  in  this  case  (not  published). 


In  one  good  movement  (not  published).  In  another 
partial  movement  (not  published).  The  third  case 
died  of  pyajmia  (not  published).  The  risks  of  the 
operation  were  explained  to  the  patient,  who  asked 
for  it  to  be  performed.  The  skin  between  the  patellar 
fragments  adherent  to  the  femur ;  operation  tedious. 
Quadriceps  and  vasti  divided  before  fragments  could 
be  approximated.  Did  well  for  ten  days  or  so,  was 
then  attacked  with  a  rigor  ;  the  joint  suppurated,  and 
the  patient  died  about  the  third  week.  Metastatic 
abscesses  present. 

Fragments  separated  by  If  inches,  uniting  medium 
thin.  Fragments  wired  together,  Jan.  20,  1882. 
Wound  well  washed  with  iodine  water  and  dressed 
with  terebine  and  oil.  Leiter's  metallic  coil  applied. 
2nd  day. — Wound  dressed  free  from  discharge,  temp. 
98'4°.  6th  day. — Slight  purulent  discharge,  temp. 
100'4°.  9th  day. — Wound  healthy,  temp,  normal. 
Feb.  15. — Some  burrowing  about  lines  of  suture, 
otherwise  doing  well.  March  26. — Sutures  re- 
moved. April  29. — Bavarian  splint,  very  little 
movement  of  joint.  Good  union  of  patella.  Nov.  2, 
1883. — Joint  stiff,  but  very  useful. 

Good  result,  Lancet,  1880. 
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Result. 


The  patient,  a  hard  drinker,  was  the  subject  of  an  old 
ununited  fracture  of  the  patella  which  rendered  his 
linab  useless  and  his  life  a  burden  to  him.  The  frag- 
ments were  separated  by  about  3|  inches.  It  was  at 
his  own  urgent  request  an  operation  was  performed. 
The  quadriceps,  both  before  and  at  the  operation,  had 
to  be  divided  to  approximate  the  fragments.  The 
wound  never  did  well,  taking  on  an  unhealthy  action 
at  once.  The  joint  suppurated.  Amputation  of  the 
thigh  became  necessary,  after  which  the  patient 
rapidly  sank  with  acute  septicaemia  on  the  second 
day.  Before  operation  no  mechanical  appliance  did 
him  any  good. 

The  cases  of  Professor  Cooper,  of  San  Francisco,  are  not  included  in  these 
tables. 


The  post-mortem  examination  of  Sir  W.  MacCormac's  case 
showed  the  liver  to  be  fatty;  kidneys  increased  in  size  and 
opaque;  heart,  right  ventricle  and  auricle  dilated;  lungs, 
chronic  bronchitis  and  emphysema. 

These  50  cases  have  occurred  in  the  practice  of  twenty-seven 
surgeons. 

Of  22  recent  cases  (2  of  which  were  compound  fractures  and 
did  well) — 

16  resulted  in  good  movement  of  the  joint  (one  after  sup- 
puration.) 

2  resulted  in  partial  movement  (one  after  suppuration) . 

3  „  anchylosis  (1  without  previous  suppuration, 

2  with  previous  suppuration). 
1  is  still  under  treatment  doing  well. 

22 

Of  28  old  cases — 

10  resulted  in  good  movement. 

4  „  in  partial  movement  (one  after  suppuration) . 
9           „          in  anchylosis.     (1  without  previous  suppura- 
tion, 8  with  previous  suppuration) . 

1  when  last  seen  had  the  knee  in  a  fixed  apparatus. 
1  the  operation  was  abandoned. 

1  is  still  under  treatment  doing  well. 

2  died  of  pygemia  with  secondary  deposits  of  acute  sepsis. 


28 
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This  gives  a  total  of  : 

Good  movement  (one  after  suppuration)  .     26 

Partial  movement     .  .  .  .6 

Anchylosis    .  .  .  .  .12 

(Without  suppuration  2,  with  suppuration  10) 

Died  .  .  .  .  .2 

Various        .  .  .  .  .4 


50 

In  two  cases  the  wound  for  removing  the  wire  suppurated. 

In  thirteen  cases  there  was  suppuration  in  the  joint. 

In  two  cases  during  the  performance  of  passive  motion 
after  operation  the  uniting  medium  gave  way  and  the  cases 
had  to  be  treated  anew. 

In  one  case  good  movement  followed  suppuration.  In  two 
cases  no  attempt  was  made  to  drain  the  joint.  They  both  did 
well. 

All  the  cases  were  treated  with  "  spray  and  gauze  "  except 
that  of  Mr.  Bryant. 
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IX. — Cases  of  Thickened  Epidermis  Treated  by  Salicylic 
Plaster.  By  GtEORGE  Thin,  M.D.  Read  November 
23,  1883. 

rilHE  pathology  of  the  callosities  which  form  on  the  palms 
X  and  soles,  and  to  which  some  persons  are  more  liable  than 
others,  is  not  yet  well  understood,  but  I  cannot  help  thinking 
for  reasons  which  lie  beyond  the  scope  of  this  paper,  that  the 
process  is  of  the  nature  of  an  eczematous  change.  Their 
treatment,  most  observers  will  testify,  is  usually  very  unsatis- 
factory. 

It  is  on  this  account  that  I  wish  to  communicate  to  the 
Society  the  results  which  I  have  attained  by  a  method  of 
treatment  which  has  been  recommended  by  Dr.  Unna,  of 
Hamburg. 

Herr  Beiersdorf ,  of  that  city,'  has,  at  the  suggestion  of  Dr. 
Unna,  prepared  a  plaster  in  which  salicylic  acid  is  combined 
with  gutta  percha.  When  it  is  bound  over  the  callosities  of 
the  epidermis  for  a  certain  length  of  time  all  the  horny  ele- 
ments of  the  new  formation  come  away  in  the  plaster.  The 
action  of  the  remedy  will  be  best  understood  by  the  recital  of 
a  few  cases  in  which  I  have  tested  its  efficacy. 

Case  1. — A  tall,  active,  healthy,  man,  in  the  prime  of 
life,  had  been  afflicted  for  many  years  with  tylosis  of  the 
feet,  and  a  similar  affection  of  the  palms.  When  he  first 
presented  himself  to  me  he  had  a  salicylic  plaster  on  the  soles 
of  his  feet.  The  treatment  having  been  begun  by  Dr. 
Unna  in  Hamburg,  I  continued  the  use  of  the  plaster  as  recom- 
mended by  Dr.  Unna,  changing  the  application  once  in  three 
or  four  days.  On  the  third  or  fourth  application  a  thick, 
white  mass  of  epidermis,  an  exact  cast  of  the  sole  of  the  foot, 
was  detached,  and  for  the  first  time  for  many  years  this  man 
was  freed  from  a  condition  which  was  a  cause  of  constant 
discomfort  to  him.  As  his  case  will,  I  presume,  subsequently 
be  published  by  Dr.  Unna  I  shall  not  deal  with  it  further  except 
to  remark  that  it  was  an  extreme  one. 

The  soles  of  both  feet  and  the  interdigital  surfaces  of  the 
toes  were  covered  by  a  hard,  horny,  ill-smelling  layer  of  epi- 
dermis of  extraordinary  thickness.  The  patient  had  at  different 
times  been  under  the  treatment  of  experienced  men  in  various 
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parts  of  Europe.  But  nothing  that  had  been  tried  had  ever 
had  the  speedy  and  complete  effect  which  was  produced  by 
this  plaster. 

Case  2. — An  old  gentleman,  set.  72,  otherwise  healthy  and 
strong,  had  been  unable  to  walk  for  a  period  of  six  or  seven 
months  on  account  of  an  obstinate  sciatica.  On  being  relieved 
of  his  troublesome  complaint  he  resumed  his  business  in  the 
City,  which  involved  a  considerable  amount  of  walking  on  the 
hard  pavement  of  the  streets  of  London.  The  result  was  that 
the  soles  of  his  feet  became  at  first  hot  and  tender,  and  after 
a  few  weeks  the  skin  of  the  ball  of  the  foot  became  hard  and 
horny.  This  condition  of  things  had  lasted,  when  he  consulted 
me,  for  about  seven  years  and  was  a  continual  source  of  pain 
and  discomfort.  In  spite  of  his  great  age  he  was  hale  and 
hearty,  and  led  an  active  life,  his  sole  cause  of  unhappiness 
being  the  painful  condition  of  his  feet.  On  examination  I 
found  the  whole  surface  of  the  ball  of  one  foot  and  part  of  the 
ball  of  the  other  foot  covered  with  a  layer  of  epidermis  of 
extreme  hardness.  At  some  points  this  hardened  layer  was 
thicker  than  at  others,  a  sensation  like  that  of  touching 
small  shot  being  felt  on  passing  the  fingers  over  the  part.  It 
was  these  small  isolated,  horny  formations,  which  were 
somewhat  of  the  nature  of  corns,  that  caused  most  of  the  pain 
which  was  felt  in  walking,  the  discomfort  being  similar  to  that 
produced  by  walking  barefooted  on  small  stones.  When  he  first 
consulted  me  I  recommended  that  the  hard  epidermis  should 
be  softened  by  strong  solutions  of  potash,  and  scraped  with  a 
sharp  spoon,  the  patient  being  also  recommended  to  wear  a 
thick  cushion  of  horsehair  in  the  soles  of  his  boots.  These 
measures  gave  him  considerable  relief,  but  the  potash  solution 
had  to  be  frequently  applied,  the  callosities  rapidly  re- 
forming if  the  treatment  was  intermitted.  On  becoming 
acquainted  with  the  action  of  Herr  Beiersdorfs  salicylic 
plaster  I  put  myself  in  communication  with  my  patient. 
His  attendant  was  instructed  in  its  use,  and  a  few  applications 
were  sufficient  to  effectually  remove  the  hard  accumulation, 
and  he  expressed  himself  as  completely  relieved.  It  was 
nearly  a  year  afterwards  before  he  required  to  use  the  plaster 
again. 

Case  3. — A  gentleman,  a3t.  43,  corpulent,  and  of  fair 
complexion,  had  suffered  from  an  affection  of  the  fore-finger 
of  the  right  hand  for  several  years.  The  palmar  and  outer 
surface  of  the  finger  was  covered  with  a  somewhat  thick  hard 
layer  of  epidermis  cracked  at  a  good  many  points.     The  affec- 
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tion  gave  him  no  pain  and  scarcely  any  uneasiness.  But  the 
appearance  of  the  finger  was  unpleasant,  and  he  was  very 
anxious  that  the  diseased  condition  should  be  cured.  He 
applied  the  salicylic  plaster  for  a  few  weeks.  I  did  not  watch 
the  progress  of  the  case  closely,  but  I  saw  the  finger  shortly 
after  the  treatment  was  finished  and  found  the  appearance  to 
be  normal.  I  saw  him  again  recently,  nine  months  after  he 
had  treated  the  finger.     The  cure  so  far  was  permanent. 

Case  4. — A  gentleman,  set.  40,  healthy,  somewhat  corpu- 
lent, suffered  from  an  affection  of  both  heels  about  twenty 
years  ago.  He  remembers  that  the  skin  was  red,  tender,  and 
scaly,  the  redness  encroaching"  from  the  heel  of  both  sides  for 
about  half  an  inch  upwards  on  the  side  of  the  foot.  All  the 
medical  men  whom  he  had  consulted  treated  him  for  syphilis, 
but  on  careful  examination  into  his  history  I  cannot  find  any 
evidence  of  his  having  suffered  from  that  disease.  During 
the  whole  of  these  twenty  years  the  heels  had  remained 
more  or  less  in  an  unhealthy  condition,  and  for  the  last  four 
or  five  years  there  had  been  a  thick  hard  horny  cuticular 
formation.  The  hardness  rendered  walking  unpleasant,  and 
long  walks  were  apt  to  be  followed  by  tenderness  and  pain. 
During  the  whole  of  this  time  he  had  considered  that  the 
affection  was  syphilitic.  When  he  consulted  me  it  was  with  the 
object  of  being  treated  for  syphilis,  hoping  by  this  means  to  get 
rid  of  the  painful  condition  of  the  soles  of  the  feet.  I  considered 
that  the  affection  was  purely  local  and  that  the  patient  was  not 
syphilitic.  I  recommended  macerating  the  heels  in  hot  water 
followed  by  the  application  of  strong  solutions  of  caustic 
potash,  and  that  the  masses  of  epidermis,  which  were  softened 
by  this  process,  should  be  removed  with  a  sharp  spoon.  This 
gave  him  considerable  relief,  but  it  required  the  sacrifice  of 
half  an  hour  every  morning  in  addition  to  the  usual  time 
devoted  to  his  toilette.  That  a  busy  man  should  have,  of  his 
own  accord,  continued  such  a  troublesome  course  of  treatment 
for  more  than  a  year,  is  sufficient  evidence  of  the  discomfort 
to  which  this  diseased  condition  gives  rise.  To  him  also  I 
recommended  the  salicylic  plaster. 

In  a  letter  which  I  received  from  him  after  several  applica- 
tions had  been  made,  he  remarks:  ''You  remember  that 
when  I  last  saw  you  the  outer  skin  had  come  right  off  my 
heel.  The  next  two  or  three  applications  seemed  to  leave  it 
about  where  it  was.  The  whole  of  the  affected  part  seemed 
covered  with  a  sort  of  dead  white  covering.  Four  days  ago 
I  noticed  that  a  good  part  of  the  centre  of  the  heel  had  got 
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free  from  this,  and  to-day  on  removing  tlie  plaster  I  see  that 
this  improvement  is  developing.  The  rest  of  the  white  mossy- 
covering  is  coming  away  and  leaving  apparently  a  natural 
healthy  skin.  Considering  that  this  trouble  has  been  of  four  or 
five  years'  duration,  and  that  for  two  or  three  years  I  have 
been  trying  one  remedy  and  another,  I  think  the  result  of  the 
present  remedy  speaks  wonders  for  its  efficacy,  especially  as  it 
has  caused  not  the  slightest  pain  and  no  inconvenience,  as  I 
have  been  walking  about  as  usual." 

I  saw  this  patient  to-day  (March  1 7) .  The  skin  of  the  heels 
is  still  somewhat  harder  than  usual,  but  the  thick,  rugged, 
uneven  masses  with  which  it  was  previously  encrusted  have 
disappeared.  He  had  omitted  the  treatment  only  for  a  fort- 
night. I  have  recommended  him  to  continue  it  whenever  the 
epidermis  of  the  heels  gets  harder  than  is  natural. 

I  have  used  the  plaster  in  a  number  of  other  cases,  most 
of  them  comparatively  trifling  in  their  nature,  but  the  result 
has  been  sufficient  to  show  that  we  have  in  it  a  remedy  on 
which  we  can  depend  for  the  removal  of  morbid  growth  of  the 
horny  layer  of  the  epidermis.  In  corns  it  is  most  efficacious, 
and  with  it  I  cleared  the  face  of  a  girl,  eet.  12,  of  a  number  of 
large  permanent  warts  on  the  forehead,  nose,  and  cheeks,  in 
about  a  fortnight.  I  believe  that  its  action  is,  however, 
limited  to  the  horny  layer. 

I  have  already  remarked  that  the  pathology  of  these  affec- 
tions is  involved  in  some  obscurity.  What  we  have  to  deal 
with  is  excessive  formation  of  an  unhealthy  or  imperfectly 
formed  horny  layer  that  must  depend  upon  an  abnormal  con- 
dition of  the  cells  of  the  rete  mucosum. 

In  some  cases  this  disordered  condition  seems  to  be  due  to 
mechanical  injury.  A  person  who  has  either  not  been  walking 
at  all  or  who  has  been  walking  on  soft  roads  suddenly  walks 
for  a  considerable  time  on  the  paved  streets  of  a  town,  and 
the  rete  mucosum,  not  being  sufficiently  protected  by  the  soft 
epidermis,  sustains  injury  which  becomes  more  or  less  perma- 
nent. 

My  theory  is  that  the  injured  cells  suffer  in  their  physio- 
logical activity,  and  an  imperfect  horny  layer  is  the  result. 
The  disease,  once  established,  perpetuates  itself,  a  result  not 
uncommon  in  many  chronic  pathological  conditions. 
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DESCRIPTION  OF  PLATE  II,  ILLUSTRATING  DR.  DAWTREY 
DRE WITT'S  CASE  OF  MYXOEDEMA,  p.  49. 

Fig.  1. — The  patient  at  the  age  of  twenty.    (From  a  daguerreotype.) 
Fig.  2. — In  the  eighth  year  of  the  disease.    (From  a  photograph.) 
Fig.  3. — In  the  eleventh  year  of  the  disease.    (From  a  photograph.) 
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X. — Case  of  Myxoedema.  By  F.  Dawtrey  Deewitt,  M.D. 
Bead  November  23,  1883. 

MRS.  S.  has  been  an  out-patient  under  my  care  at  the  West 
London  Hospital  for  some  months.  She  is  forty-five 
years  of  age,  and  her  illness  is  of  twelve  years'  standing,  dating 
apparently  from  a  time  when  she  was  in  great  trouble  from 
her  children  having  smallpox,  and  one  of  them  and  her  husband 
dying  and  leaving  her  badly  provided  for.  At  that  time  she 
was  slightly  built  and  active.  Since  then  she  has  become 
stout  and  heavy,  slow  and  languid  and  feeble  in  moving,  slow 
and  deliberate  and  indistinct  in  speech.  Her  weight  has 
increased  two  stone  in  four  years.  She  would  give  anything 
to  be  able  to  move  or  speak  as  readily  as  she  once  did.  She 
is  afraid  of  going  about  alone,  lest  she  should  be  run  over, 
and  she  can  hardly  lift  her  feet  high  enough  to  get  upstairs. 
She  is  always  cold,  even  in  summer,  and  never  perspires. 
Bowels  are  obstinately  confined.  She  suffers  from  dyspepsia, 
and  she  has  partly  lost  the  senses  of  taste  and  hearing.  All  the 
characteristics  of  the  disease  are  present — the  generally  swollen 
look,  the  round  and  fat  face,  the  sallow,  translucent,  wax-like 
skin,  broad  nose,  thick,  coarse,  purple  lips,  and  cheeks  on  which 
there  is  the  same  peculiar  dusky  reddish  purple  patch,  caused 
by  dilated  capillaries  and  veins.  The  eyebrows  are  disappear- 
ing and  the  eyelids  are  pendulous  and  transparent ;  the  tongue, 
which  is  pale,  swollen,  smooth,  and  tooth-marked,  is  too  large 
for  the  mouth,  and  more  '^cretinoid"  than  the  intellect;  the 
soft  palate  was  also  swollen  and  pale.  The  abdomen  is  greatly 
enlarged,  as  if  from  growth  of  fat ;  the  swelling,  in  fact,  is 
universal,  but  there  is  nowhere  pitting  on  pressure.  The 
skin  of  hands  and  arms  is  rough  and  scaly,  as  in  xeroderma. 
Hands  are  thick  and  swollen,  and  can  no  longer  be  clasped. 
The  wedding  ring  became  embedded  in  the  swollen  finger, 
and  had  been  cut  out  by  a  jeweller  two  years  ago.  Pulse  76, 
feeble.  Heart  sounds  distant,  feeble,  no  murmur.  Tempera- 
ture in  axilla  only  95°.  Urine,  sp.  gr.  1011.  No  albumen 
nor  sugar.     (Plate  II.) 

The  spade-like,  clumsy  hand  has  been  especially  noticed 
by  Sir  William  Gull  in  his  paper  read  before  this  Society, 
describing  the  disease  for  the  first  time,  just  ten  years  ago,  but 

TOL.  XVII,  4 


60  Dr.  DrewitVs  Case  of  Myxoedema. 

the  most  striking  physical  peculiarities  are,  in  my  opinion,  the 
pendulous  eyelids,  like  alabaster  in  translucency,  and  the 
purple  pouting  lips.  Tranquillity  is  also,  in  those  cases  I 
have  seen,  a  most  marked  characteristic.  Tranquillity  of 
mind,  undisturbed  by  emotion ;  tranquillity  of  body,  undis- 
turbed by  change  of  expression,  or  by  any  sudden  speech  or 
movement.  Though  painfully  conscious  of  their  own  state, 
there  is  no  irritability.  I  once  travelled  in  a  public  convey- 
ance for  some  miles,  sitting  opposite  to  an  unmistakable 
case  of  this  kind,  and  though  all  that  was  going  on  was 
noticed,  the  face  remained  like  that  of  a  statue,  with  an 
unchanging  expression  of  calm  indifference. 

As  to  the  pathology.  Dr.  Ord  has  described  the  post- 
mortem appearance.  The  whole  connective  tissue  of  the 
body  has  been  found  swollen  and  jelly-like,  and  oedematous 
with  mucin.  This  swelling  seems  sufficient  to  account  for 
all  the  symptoms.  The  heart  and  arteries  are  obstructed 
by  it,  and  hence  the  feeble  blood-current,  the  deficient 
aeration  of  the  blood,  and  the  purple  of  the  cheeks  and 
lips.  The  tongue  and  palate  swell  up  with  it,  the  intestine 
is  choked  by  it,  the  senses  dulled,  the  functions  of  organs 
interfered  with,  and  the  patients  die  with  all  their  tissues 
smothered  by  their  own  padding.  In  the  treatment  of  this 
patient  I  have  found  strychnia  of  the  most  value,  and  both 
muscular  movement  and  speech  have  increased  in  briskness 
under  it.  In  the  appearance  of  the  patient,  however,  there 
had  been  no  improvement. 

As  to  the  origin  of  the  disease,  it  has  been  perhaps 
rightly  ascribed  to  nerve  influence.  Gi-reat  anxiety  or  mental 
shock  has  occurred  at  the  beginning  of  many  cases.  In  Dr. 
Ord's  first  case,  as  in  the  one  now  before  the  Society,  it 
followed  upon  the  fatal  illness  of  a  husband.  In  Dr.  Cavafy's 
first  case  it  followed  a  shock;  in  his  second  a  bad  time  at 
childbirth.  Dr.  Duckworth's  second  patient  mentioned  that  it 
came  on  after  her  husband  had  kicked  and  ill  treated  her. 
Dr.  Semon's  patient  had  had  fourteen  children  and  seven  mis- 
carriages." G-reat  mental  anxiety  or  distress  profoundly  depress 
our  vitality.  The  secretion  of  gastric  juice,  saliva,  bile,  are 
all  influenced  by  emotion  j  mental  shock  is  given  as  a  cause 
of  atrophy  of  the  liver ;  and  syncope  may  follow  bad  news ; 
therefore  it  would  not  be  wonderful  if  it  should  be  shown  that 
nutrition  of  the  connective  tissue  of  the  body  may  be  changed 
by  this  cause.  Sir  Wm.  Gull  in  his  paper  has  alluded  to  the 
changes  in  the  thyroid  in  true  cretins.     It  would  be  inte- 
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resting  to  know  whether  instances  either  of  atrophy  or  hyper- 
trophy of  the  thyroid  have  been  observed  in  any  of  these 
cretinoid  cases.  Our  knowledge  of  the  whole  subject  is 
still  in  its  infancy,  and  it  is  impossible  not  to  believe,  when 
such  a  definite,  well-marked  disease,  the  cases  of  which  were 
so  like  each  other,  and  so  unlike  anything  else,  has  existed  so 
long  unrecognised  among  us,  that  there  may  not  be  many 
more  facts  about  it  to  be  discovered  only  less  important  than 
the  discovery  of  the  disease  itself. 

P.S. — At  the  wish  of  the  President  of  the  Society  and  of 
Sir  W.  Gull,  who  were  present  at  the  debate  following  this 
paper,  jaborandi  was  given  for  three  months.  At  first  while 
taking  53  doses  of  the  tincture  twice  a  day  there  was  some 
improvement.  The  dose  then  was  raised  to  5ij  twice  a  day. 
While  taking  this  the  patient  was  seized  with  severe  monor- 
rhagia, losing  large  quantities  of  blood,  and  the  jaborandi  was 
discontinued  for  a  time  and  ergot  and  iron  and  other  remedies 
resorted  to. 

When  the  ha3morrhage  had  ceased,  the  tincture  of  jaborandi 
was  again  given  and  the  dose  gradually  increased  to  5xij  twice 
a  day.  While  taking  the  smaller  doses,  the  patient  once  or  twice 
declared  that  she  felt  better  than  she  had  ever  done  during 
the  last  year,  but  while  taking  the  larger  dose  she  was 
distinctly  fuller  in  the  face  and  clumsier  in  her  movements 
than  usual.  She  never  perspired  under  it,  but  about  an  hour 
after  taking  the  dose  her  cheeks  became  of  a  deeper  purple, 
and  she  experienced  a  sensation  of  warmth. 

The  patient  has  been  under  my  observation  at  the  West 
London  Hospital  for  nearly  a  year  and  a  half.  During  the 
first  part  of  that  time  she  was  treated  with  strychnia,  during 
the  last  with  jaborandi.  There  has  been  no  diminution  in 
size  nor  has  the  patient  improved  in  appearance  under  either 
drug.  The  disease,  however,  has  not  progressed  as  it  did  in 
former  years,  and  the  patient  is  in  good  spirits  about  herself, 
and  believes  that  she  is  better  than  she  was  two  years  ago. 

It  is  not  easy  to  compare  the  result  of  the  two  drugs.  The 
most  marked  temporary  improvement  occurred  while  small 
doses  of  jaborandi  were  being  taken,  and  the  most  marked 
increase  of  the  disease  under  large  doses,  but  whether  the 
drug  had  anything  to  do  with  it  one  cannot  say  without 
further  evidence.  The  patient  herself  considers  the  Mist.  Alba 
of  the  hospital  more  valuable  than  either. 
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XI. — Pneumothorax  occurring  during  the  Course  of 
Typhoid  Fever.  By  William  Cayley,  M.D.  Bead 
December  14,  1883. 

MARTHA  F.,  aet.  14^  was  admitted  into  the  London  Fever 
Hospital  April  26,  1880.  She  had  been  taken  ill  eight 
days  previously  with  slight  shivering,  aching  pains,  and 
general  malaise ;  this  was  followed  by  bilious  vomiting,  severe 
frontal  headache,  abdominal  pain,  and  diarrhoea.  On  the  23rd, 
the  fifth  day  of  her  illness,  she  took  to  her  bed,  and  on  the 
25th  she  became  delirious.  On  the  24th  there  appears  to  have 
been  slight  intestinal  haemorrhage. 

On  admission  she  was  very  prostrate,  aspect  dull  and 
heavy,  with  muttering  delirium  and  muscular  twitchings, 
tongue  dry  and  crusted,  sordes  on  teeth,  pulse  160,  extremely 
compressible,  and  somewhat  dicrotic,  first  sound  of  heart  short 
and  faint,  abundant  fine  mucous  crepitation  over  the  backs  of 
both  lungs.  Belly  distended  and  somewhat  tender,  spleen 
considerably  enlarged.  No  spots  were  present.  The  urine 
was  albuminous. 

She  was  ordered  fever  diet  with  an  extra  pint  of  strong 
beef  tea,  and  three  eggs,  six  ounces  of  brandy  daily,  which  in 
two  days  was  increased  to  ten,  and  to  have  a  bath  at  65°  of 
ten  minutes'  duration  whenever  the  temperature  exceeded  102°. 

In  the  evening  the  temperature  was  104°,  in  the  first  twenty- 
four  hours  she  had  five  baths,  and  during  the  next  twenty- 
four  hours  two,  and  a  dose  of  fifteen  grains  of  quinine.  The 
temperature  at  first  showed  great  obstinacy,  rising  rapidly  after 
each  bath  from  below  normal  to  above  103°.     (Plate  III.) 

On  the  29th  she  had  one  bath  and  twenty  grains  of  quinine ; 
on  the  30th  and  on  May  1  two  baths  and  thirty  grains  of 
quinine.     And  on  May  3  and  5  a  bath  and  a  dose  of  quinine. 

The  following  are  the  notes  of  her  general  condition  : 

April  27. — Aspect  improved,  can  answer  questions,  and 
puts  out  her  tongue  when  told.     Pulse  of  better  quality. 

April  28. — Last  night  delirium  became  more  violent,  and 
she  kept  trying  to  get  out  of  bed,  there  was  much  twitching 
of  the  muscles  ;  after  two  baths  and  a  dose  of  twenty  minims 
of  laudanum  she  became  quiet  and  fell  asleep.  To-day  her 
aspect  is  decidedly  improved,  mind  much  clearer,  pulse  105, 
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of  better  quality^  tongue  moister,  bowels  bave  not  been  moved 
since  admission,  pulmonary  rales  continue. 

April  29. — Is  much  in  tbe  same  condition,  has  had  three 
loose  light-coloured  motions,  only  wanders  occasionally. 

April  30. — Eight  very  loose  motions  during  last  twenty -four 
hours.  Tongue  still  dry,  mind  now  clear,  sleeps  well,  ordered 
an  enema  of  30  mimims  of  laudanum  in  starch. 

May  1. — Bowels  have  been  moved  five  times,  general 
condition  continues  to  improve,  has  required  no  bath  during 
the  last  twenty -four  hours,  moist  rales  continue,  and  there  is  a 
little  cough. 

May  2. — Bowels  moved  seven  times;  starch  and  opium 
enema  ordered  to  be  repeated. 

May  3. — Bowels  moved  six  times,  but  general  condition 
continues  to  improve.  Abdominal  distension  has  subsided, 
and  there  is  now  no  tenderness.  Mind  is  quite  clear,  pulse  of 
better  tone.  The  albumen  has  disappeared  from  the  urine. 
There  continues  to  be  much  fine  crepitation  over  the  backs  of 
both  lungs,  and  there  is  some  cough.  Ordered  a  turpentine 
mixture  every  three  hours. 

May  4. — Six  loose  motions,  pulse  92,  of  much  better 
quality  and  regular.  Sordes  are  clearing  away,  she  now  feels 
hungry.  Bronchitic  signs  continue.  Brandy  reduced  to  eight 
ounces. 

May  6. — This  morning  the  temperature  was  subnormal. 
Bowels  have  been  moved  twice.  Bronchitic  signs  continue. 
She  is  now  very  hungry.  Ordered  a  custard,  and  brandy  to 
be  reduced  to  six  ounces.  Convalescence  appeared  now  to 
have  set  in,  but  the  signs  of  bronchitis  remained  and  the 
temperature  continued  to  rise  at  night. 

May  9. — Patient  is  not  so  well,  she  complains  much  of 
pain  in  the  right  side,  but  no  friction  is  audible ;  at  night  her 
temperature  rose  to  103°,  but  fell  the  next  morning  to  below 
99°.     She  was  ordered  a  subcutaneous  injection  of  morphia. 

On  May  11  the  patient  was  much  worse,  the  temperature 
at  night  was  104°,  the  tongue  was  again  dry,  the  pulse 
dicrotic,  the  breathing  embarrassed,  there  was  severe  pain 
and  tenderness  over  the  right  side  of  the  chest,  and  now  a 
friction  sound  was  audible  mixed  with  abundant  fine  crepitant 
rales,  but  there  was  no  dulness.  She  was  given  a  bath  and 
twenty  grains  of  quinine. 

During  the  next  two  days  the  same  symptoms  continued, 
and  she  became  very  prostrate,  so  that  the  brandy  had  again 
to  be  increased  to  ten  ounces  daily. 
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On  the  evening  of  the  13th  she  was  seized  by  a  severe 
attack  of  dyspnoea  lasting  about  fifteen  minutes^  accompanied 
by  symptoms  of  collapse  ;  this  attack  I  presume  coincided  with 
the  rupture  of  the  lung.  The  next  day  it  was  noticed  that  the 
respiratory  movements  and  also  the  breath  and  voice  sounds 
on  the  right  side  of  the  chest  were  very  feeble,  the  chest 
remaining  resonant.  But  her  condition  was  such  that  no 
minute  physical  examination  was  possible. 

On  the  15th  there  was  distinct  tympanitic  resonance 
together  with  amphoric  breathing  over  the  right  front. 

On  the  evening  of  May  16  she  had  another  attack  of 
dyspnoea  of  extreme  severity  accompanied  by  collapse ;  this 
came  on  shortly  after  an  attempt  to  make  a  physical  examina- 
tion. The  dyspnoea  lasted  about  fifteen  minutes ;  she  then 
appeared  to  be  dying ;  her  face  was  pale,  lips  blue,  pulse 
flickering,  but  she  retained  the  power  of  swallowing,  and 
during  the  night  she  took  eight  ounces  of  brandy,  a  pint  of 
champagne,  together  with  ether  and  ammonia,  and  towards 
morning  she  rallied  again. 

May  17. — Patient's  general  condition  is  improving,  the 
signs  of  collapse  have  passed  away,  pulse  130,  of  fair  quality. 
She  asks  for  food.  There  is  still  considerable  dyspnoea.  The 
right  side  of  the  chest  is  bulged  and  tympanitic,  amphoric 
echo,  metallic  tinkling,  and  an  exquisite  bell  sound  on  striking 
two  coins  are  everywhere  present.  The  rales  over  the  left 
lung  have  much  diminished.     Bowels  very  loose. 

May  18. — She  had  another  attack  of  dyspnoea  last  night, 
but  of  much  less  severity.  To-day  she  is  again  better,  tem- 
perature subnormal.     Physical  signs  unaltered. 

May  19. — Morning  temperature  continues  subnormal.  Is 
crying  for  food.  Physical  signs  unaltered.  Ordered  some 
boiled  chicken. 

The  administration  of  solid  food  caused  dyspepsia,  a  rise 
of  temperature  which  lasted  two  days,  and  an  increase  of  the 
diarrhoea,  which  had  never  quite  subsided. 

May  22. — She  was  again  much  better;  the  physical  signs 
on  the  right  side  remained  the  same,  but  the  crepitation  over 
the  left  lung  had  disappeared.  Bowels  still  loose.  Three  or 
four  liquid  dark  motions  daily.  Patient  has  become  extremely 
emaciated.  Ordered  ^ij  of  cod-liver  oil  three  times  daily,  and 
brandy  to  be  reduced  to  six  ounces  daily. 

May  25. — The  right  side  of  chest  remains  much  bulged, 
and  is  everywhere  tympanitic,  amphoric  echo,  metallic  tinkling 
and  the  bell  sound,  continue^  the  heart  is  considerably  dis- 
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placed  downwards  and  to  the  left.  Patient  still  lias  orthopna^a ; 
in  other  respects  she  continues  to  improve^  her  appetite  is 
ravenous,  and  she  cries  for  solid  food,  which  to-day  was  again 
commenced.  The  bowels  are  still  loose.  As  the  air  in  the 
pleura  showed  no  signs  of  absorbing*  and  there  was  evidently 
great  distension  of  the  chest,  I  determined  to  evacuate  some  of 
it,  and  accordingly  introduced  a  fine  trocar  and  cannula.  A 
quantity  of  air  hissed  out.  This  gave  considerable  relief  to 
the  dyspnoea,  but  produced  no  alteration  in  the  physical  signs. 
After  two  days  I  repeated  the  operation,  and  this  time  a  few 
drops  of  pus  escaped  as  well  as  the  air. 

The  patient's  general  condition  continued  to  improve,  and 
she  gradually  gained  flesh  and  strength,  but  the  diarrhoea 
persisted  for  another  ten  days.  But  little  change  took  place 
in  the  physical  signs  till  the  beginning  of  June,  when  the 
lower  half  of  the  right  side  of  the  chest  lost  the  tympanitic  note, 
and  at  the  base  of  the  lung  decided  dulness  appeared.  The 
amphoric  and  bell  sounds  were  now  only  perceptible  over  the 
upper  part  of  the  chest. 

June  10. — It  was  noted  that  the  apex  beat  had  returned  to 
its  normal  position,  the  dulness  at  the  right  base  had  dimi- 
nished, and  the  breath  and  voice  sounds  were  more  audible. 
There  was  still  tympanitic  resonance  over  the  upper  part  of 
chest  and  a  faint  bell  sound. 

June  20. — Patient  is  convalescent  and  goes  into  the  garden. 
The  right  side  of  the  chest  is  now  somewhat  flattened,  all  the 
signs  of  pneumothorax  have  quite  disappeared,  and  the  breath 
sounds  are  normal.  The  liver  is  drawn  upwards ;  its  upper 
margin  of  dulness  corresponds  to  the  fifth  rib. 

On  July  15  she  was  sent  to  the  Convalescent  Hospital  at 
Eastbourne. 

On  September  15  I  saw  her  again ;  she  was  then  in  perfect 
health  and  the  physical  signs  were  quite  normal. 

Although  not  a  common  complication  on  typhoid  fever, 
many  cases  of  pneumothorax  have  been  recorded.  Sometimes 
it  is  caused  by  pulmonary  gangrene.  Dr.  Gairdner  has 
published  a  case  where  small  subpleural  collections  of  pus 
were  found  on  post-mortem  examination.  The  present  case 
must  in  all  probability  be  ascribed  to  the  breaking  down  of  a 
pulmonary  embolism  due  to  thrombosis  of  the  right  cavities 
of  the  heart  from  asystole. 
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XII. — Case  of  Complete  Recovery  from  Pneumothorax 
ivithout  Effusion  of  Fluid.  By  Samuel  West,  M.D. 
Bead  December  14, 1883. 

ALFRED  B.,  a  furrier^  aet.  24,  was  brought  to  the  Royal 
Free  Hospital  with  right  pneumothorax.  He  had  for  some 
weeks  been  an  out-patient,  and  was  thought  to  be  phthisical, 
though  there  were  no  distinct  physical  signs.  On  November 
7  he  was  suddenly  seized  during  the  evening  with  severe  pain 
in  the  right  side  and  dyspnoea.  He  was  admitted  into  the 
Royal  Chest  Hospital,  where  Dr.  Hensley  drew  off  on  the 
next  day  a  large  quantity  of  air  by  means  of  an  aspirator  needle. 
The  patient  was  relieved  for  the  time,  but  being  discontented 
left  that  hospital  and  came  to  the  Royal  Free  Hospital. 

The  gas  that  was  removed  was  found  to  extinguish  at  once 
a  lighted  taper,  but  it  contained  no  large  excess  of  carbonic 
acid  as  compared  with  atmospheric  air. 

On  admission  on  the  11  th,  the  patient  was  much  excited, 
but  did  not  suffer  much  from  dyspnoea.  The  pulse  was  100, 
and  the  respiration  28.  The  right  side  was  tympanitic  to  per- 
cussion in  eveiy  part,  the  resonance  extending  to  the  eighth 
rib  on  the  nipple  line  and  to  the  twelfth  posteriorly,  and  for 
some  distance  to  the  left  of  the  sternum,  the  heart  being 
displaced  and  its  apex  beating  one  inch  outside  the  left  nipple 
line.  There  was  no  distension  of  the  side  to  sight  or  touch. 
A  loud  bell  sound  was  audible  from  back  to  front,  and 
amphoric  breathing  was  well  marked  over  the  whole  side,  but 
succussion  was  absent.  On  the  left  side  the  breath  sounds  were 
natural.     The  patient  gradually  improved. 

At  this  time  there  was  a  good  deal  of  subcutaneous  emphy- 
sema over  the  whole  right  side,  back,  and  front  extending  down 
to  the  right  inguinal  region,  and  due  doubtless  to  the  paracen- 
tesis.    This,  however,  entirely  disappeared  in  a  few  hours. 

On  November  15  the  physical  signs  were  the  same.  The 
bell  sound  and  amphoric  breathing  were  as  well  marked  as 
ever,  but  there  was  much  less  distress  and  no  dyspnoea. 

On  November  29  the  physical  signs  were  unaltered  except 
that  the  apex  of  the  heart  had  returned  to  the  nipple  line. 

On  December  9  the  bell  sound  had  disappeared  and  did 
not  return,  the  amphoric  sounds  were  weaker,  and  the  heart's 
apex  was  within  the  nipple  line. 
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On  December  20  the  right  side  seemed  to  be  a  little  flatter 
and  to  move  somewhat  less  than  the  left,  but  amphoric  sounds 
and  the  bell  sounds  were  absent,  and  natural  breathing  sounds 
were  aubible  over  the  whole  side,  back,  and  front.  The  apex 
of  the  heart  was  half  an  inch  inside  the  nipple. 

As  far  as  could  be  ascertained  the  air  had  been  completely 
reabsorbed,  and  the  lung  had  returned  to  contact  with  the  ribs. 

The  patient  seemed  completely  well  and  was  discharged. 

He  has  been  frequently  seen  in  the  out-patient  room  since, 
and  though  troubled  from  time  to  time  with  cough,  is  in  his 
usual  health  and  has,  indeed,  gained  flesh  lately.  With  the  ex- 
ception of  a  little  streaky  heemoptysis  five  months  after  his  dis- 
charge he  has  remained  well  up  to  the  present  time  (December), 
more  than  one  year  after  the  occurrence  of  the  pneumothorax. 

Several  questions  of  clinical  interest  arise  in  connection 
with  the  case  : 

1.  Was  the  opening  into  the  lung  patent  or  closed?  The 
great  deficiency  of  oxygen  in  the  air  removed  by  the  aspirator 
is  conclusive  upon  the  point,  and  shows  that  the  opening  was, 
as  is  usual,  valvular,  and  that  it  had  been  quickly  closed. 

The  displacement  of  the  mediastinum  and  of  the  diaphragm 
gives  no  help  in  the  elucidation  of  the  question,  for  it  is  known 
that  these  displacements  are  due  in  great  part  to  the  elastic 
retraction  of  the  lungs  themselves,  without  the  necessity  of 
any  increased  pleural  tension,  which,  from  the  absence  of  any 
bulging  of  the  affected  side  in  this  case,  we  are  justified  in 
assuming  not  to  have  been  present. 

Nor  is  the  occurrence  of  the  marked  amphoric  breathing 
of  any  assistance;  for  though  it  certainly  is,  I  am  inclined 
to  say,  so  far  as  my  own  observation  goes,  almost  always  present 
when  there  is  a  large  patent  opening,  still  it  is  also  frequently 
observed  when  the  opening  is  certainly  closed.  What  the 
cause  of  amphoric  breathing  is  in  such  cases  has  not  been,  I 
think,  satisfactorily  explained. 

It  is,  however,  interesting  to  observe  that  this  physical  sign 
gradually  disappeared  as  recovery  progressed. 

2.  The  cause  of  the  pneumothorax  we  may  assume  to  be 
phthisis,  and  the  effusion  of  air  appears  to  have  acted  in  this 
case  as  the  effusion  of  fluid  often  does,  and  for  the  time  to  have 
checked  the  progress  of  the  disease. 

3.  Subcutaneous  emphysema  is .  in  my  experience  not 
common  after  tapping  the  chest,  though  its  occurrence  offers  no 
difficulty  in  such  a  case  as  the  present,  but  why  it  should  be  so 
frequent  in  cases  of  punctured  wounds  of  the  chest  and  of 
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fractured  rib,  without  antecedent  pneumothorax,  I  am  com- 
pletely at  a  loss  to  explain. 

4.  The  fact  of  greatest  importance  in  the  case  is  the  com- 
plete recovery  of  the  patient. 

Pneumothorax  is  of  course  not  by  any  means  necessarily 
fatal.  A  considerable  proportion  of  the  cases  recover,  but  the 
course  of  the  disease  is  then  usually  this  :  fluid  follows  the 
pneumothorax,  the  air  is  absorbed,  and  the  case  becomes  con- 
verted into  one  of  pleuritic  effusion  from  which  recovery  may 
take  place  in  the  usual  way. 

In  the  present  instance  recovery  occurred  without  any  such 
effusion  by  the  simple  process  of  absorption  of  the  air  and 
re-expansion  of  the  lung. 

I  have  not  been  able  to  find  records  of  many  such  cases. 
They  number,  including  the  present  one,  24.  Out  of 
15  in  which  the  sex  is  specified  only  1  occurred  in  a  female. 
The  side  affected  is  stated  in  18,  and  of  these  in  10  it  was 
the  right  and  in  8  the  left. 

The  majority  made  a  rapid  recovery  ;  some  were  well  in  a 
few  days,  others  in  a  few  weeks ;  the  longest  took  eleven  weeks 
for  complete  recovery. 

The  probable  cause  is  specified  in  18  ;  4  were  certainly  and 
4  more  probably  due  to  phthisis ;  5  were  attributed  to  emphy- 
sema, 1  for  certain  and  4  with  probability ;  2  followed  over- 
exertion in  previously  strong,  healthy  persons  j  and  3 
were  in  consequence  of  injuries. 

In  only  four  cases  is  mention  made  of  evacuation  of  the  air 
by  puncture.     A  table  of  the  cases  is  appended. 


Author  and  reference.             Sex. 

Age. 

Side 
affected. 

Dura- 
tion. 

Cause  and  observations. 

1.  Y)o\\&\,Dull.Sosp.6az., 

M. 

33 

Left 

3-4 

?.    Cough  for  2  months 

No.  15,  Sept.,  1856 

weeks 

previously ;     well    3 
jeais  later. 

2.  Ferrari,    Oaz.    Med.  de 

M. 

16 

Right 

Few 

Over-exertion.        Was 

Paris,  No.  11,  1856 

days 

punctured  once. 

3.  Bordeuheimer,        BerU  M. 

23 

Left 

10  days 

Lijury  iu  diving  from  a 

Min.  Woch.,  1865,  No. 

great  height. 

4,  Vogel,  Deutseh.  Arch.f. 

_ 



Right 

4wks. 

Over-exertion.            A 

Min.     Med.,    ii,     244, 
1867 
5.  Oppolzer,    Allg.    Wien. 

healthy  person. 

__ 

_ 



Few 

__ 

med.    Zeit.,  1868,  No, 
52 

days 
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Author  and  reference. 


Sex.      Age. 


6.  Knight,    Boston    Med. 

and    Surg.  Journ.,  iii. 
No.  22 

7.  Wngner,      Berl.      Min. 

Woch.,  1881,  No.  16  ^ 

8.  Saxtorph,  Jbwrw.deilfeti. 

c^   Chir.  Pract.i  Paris, 
1882,  3  S.,  liii,  408 

9.  Johnson,  Tr.  Clin.  Soc, 

1882,  XV,  159 

10.  Brunnicke,  Duhl,  Sosp. 

Oaz.,  iii,  156 

11.  St.  Mackenzie,  Lancet, 
Aug.  19,  1871 

12.  Wilks,  Brit.  Med.Jonrn., 

1874,  770 

13.  Ditto 

14.  Ditto 


M. 
M. 


M. 

M. 

M. 

M. 

M. 
F. 


l^,Ch\irc\\,Ed.  Med.  Journ.,   M. 
1876,  1107  I 

16.  Schrotter,  Wochensch.  d.   — 

Gesell.  d.  Aerzte,  1876  j 

17.  Bozasinsky,  Ca»s^.  JaAr.,    — 

1876,  ii,  168 

18.  Bull,  (ii^/o,  1877,  ii,  171 

19.  Riihle,   Ziemssen's  En- 
cyclop. 

20.  Heitler,       Wien.     Med. 

Woch.,  1879,  No.  17 

21.  Guitmanu,   Berl.    Min 

Woch.,  1880,  No.  52 

22.  CxxvYvng,  Med.  Times  and   M. 

Gaz.,  1867,  vol.  ii,  459 


22 
23 

17 
31 

50 

Young 

Elderly 
30 


37 


Side 
affected. 


23.  Rankin  ff.        Banking's 
Ahstr.^lSm,  ii,  p.  Ill 


24.  S.  West 


M. 


M. 


13 
19 

24 


Right 
j» 

Left 
Right 

» 

Left 
Left 

Right 
Left 

Right 

» 
Left 


Dura- 
tion. 


Cause  and  observations. 


2  mos. 
7wks. 


Few 
weeks 


3  wks. 

Few 

days 


3  wks. 

11 

weeks 
21 days 


10  days 


Right 


5  wks. 


Early  phthisis. 


Phthisis. 

Fractured  ribs.    Punc- 
tured once. 

?. 

?  phthisis.     Quite  well 

3  months  later. 
?  emphysema. 


?  emphysema. 

?.  Was  eight  months' 
pregnant ;  was  de- 
livered at  full  term  of 
a  health}-  child,  and 
recovered  completely. 

Probably  early  phthi- 
sis.   Punctured  once. 

Phthisis. 

Emphysema. 

?  emphysema. 
?  phthisis.  Subsequent- 
ly became  phthisical. 
P. 

Phthisis. 

Traumatic.  Was  run 
over  J  no  subcut.  em- 
phys.  developed. 

?  emphysema.  Patient 
died  3  months  later 
from  a  dissecting 
aneurism  of  the 
aorta. 

?  phthisis.  Punctured 
once. 
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XIII. — Cases  Illustrating  the  Relation  between  Labial 
Herpes  and  Rigor.  By  Ohahtees  J.  Symonds,  M.S. 
Read  December  14,  1883. 

UPON  the  intimate  relation  that  seems  to  exist  between  a 
rigor  and  herpes  affecting  the  distribution  of  the  fifth 
nerve  I  wish  to  offer  a  few  remarks,  partly  because  the  connec- 
tion does  not  seem  to  be  generally  recognised,  and  partly 
because  in  doing  so  I  hope  to  raise  the  question  as  to  the  causa- 
tion of  rigor. 

My  attention  was  first  called  to  the  connection  between 
these  two  phenomena  by  a  sharp  personal  experience  in  the 
early  part  of  1880.  As  this  attack  throws  some  light  upon  the 
causation  of  rigor,  perhaps  you  will  excuse  my  giving  a  few 
details,  though  the  account  must  necessarily  be  somewhat 
personal. 

Having  become  somewhat  "  run  down  "  by  a  long  session's 
work,  but  without  any  more  definite  ailment  than  simple 
fatigue,  I  left  town  on  a  Friday  afternoon  for  Margate.  On 
arriving  I  took  a  short  walk  and  went  to  bed  at  10  o'clock. 
The  next  morning  I  had  two  hours'  quick  walking  before  break- 
fast, after  which  I  drove  about  twenty-five  miles  in  a  pony 
chaise,  varying  the  exercise  by  walking  or  running  by  the  side 
of  the  carriage  :  sometimes  for  half  a  mile.  With  a  rest  for 
lunch  this  continued  till  6  P.M.  The  sun  was  bright  and  the 
air  fairly  warm,  though  not  sufficiently  so  to  make  running 
unpleasant. 

Before  dinner  I  was  rowed  out  300  yards  from  the  shore 
intending  to  enjoy  a  bathe,  but  when  just  about  to  plunge  it 
suddenly  occurred  to  me  that  I  had  not  had  a  swim  for  two 
years.  Confidence  was  at  once  diminished  and  an  indescrib- 
able feeling  of  dread  was  produced.  Determined  to  master  so 
foolish  an  idea  I  jumped  into  the  water,  but  failing  to  rid  myself 
of  the  unpleasant  feeling  speedily  returned  to  the  boat.  Dress- 
ing was  accomplished  with  a  good  deal  of  shivering,  and  on 
reaching  the  shore  I  felt  depressed,  exhausted,  and  cold. 
After  a  light  dinner  and  a  short  walk  I  slept  soundly,  awaking 
between  8  and  9,  feeling  only  a  little  stiff.  On  going  out  I 
felt  depressed  and  there  was  a  sense  of  fulness  in  the  head, 
increased  by  walking,  together  with  a  feeling  of  nervousness. 
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Failing  to  rid  myself  of  this  by  a  sharp  walk,  and  returning 
to  the  hotel,  I  was  unable  to  eat  any  breakfast. 

At  10  A.M.  the  headache  and  lassitude  increased,  and  then 
set  in  a  rigor  remarkable  for  its  duration  and  severity.  Till 
3  P.M.  the  shivering  continued,  notwithstanding  a  fire  and  warm 
rugs.  The  temperature  rose  to  105°  F.,  and,  taken  several 
times,  recorded  over  104° ;  profuse  sweating  followed.  The 
headache  was  very  severe  and  the  sense  of  depression  and 
misery  indescribable.  On  reaching  town  the  same  night  at 
11  P.M.  I  felt  nearly  well,  and  next  morning  after  a  sound 
sleep  resumed  my  work,  feeling,  it  is  true,  a  little  weak,  and 
looking  somewhat  thin,  but  otherwise  none  the  worse. 

On  the  second  day  after  the  rigor  a  profuse  crop  of  herpes 
appeared  on  the  lips,  nose,  and  tongue.  It  was  unaccompanied 
by  any  symptoms,  rapidly  desquamated,  and  left  me  well. 

The  possible  factors  engaged  in  the  production  of  this 
somewhat  remarkable  attack^were  : 

First. — The  sudden  assumption  of  severe  exercise  after  a 
long  period  of  muscular  inactivity. 

Second. — Exposure  for  a  whole  day  to  a  fairly  bright  sun. 

Third. — The  nervous  feeling  of  dread  on  entering  the 
water, followed  by  a  sense  of  depression  and  exhaustion,  together 
with  the  chilling  effects  of  the  bath. 

A  fourth  factor  may  be  what  is  popularly  called  "  strong 
air."  Certainly  an  amount  of  vivacity  was  produced  on  arriving 
at  the  sea  which  proved  injurious. 

Besides  these  I  do  not  know  of  any  other  possible  factors. 
Malaria  does  not  exist  in  that  part  of  Kent,  so  far  as  I  know, 
nor  did  any  of  the  symptoms  of  an  ordinary  cold  accompany 
the  attack. 

With  these  factors  before  us  it  still  remains  to  be  explained 
how  they  act  in  producing  the  rigor  and  to  what  the  herpes  is 
due.  It  seems  possible  that  the  amount  of  effete  material, 
produced  during  the  prolonged  muscular  action,  and  its  absorp- 
tion may  have  acted  as  a  poison,  or  that  there  may  be  some 
connection  between  the  mental  condition  induced  by  the  bath 
and  the  attack.  The  explanation,  however,  of  the  cause  of  the 
rigor  is  not  my  present  purpose,  though  it  is  one  of  great 
interest.  Whatever  it  may  be  I  cannot  help  coming  to  the 
conclusion,  from  the  study  of  my  own  case  and  of  several  others 
presently  to  be  mentioned,  that  the  labial  herpes  was  directly 
due  to  the  rigor. 

As  stated  before,  the  association  was  first  noticed  in  my  own 
case  after  fatigue.     I  have  observed  it  since  in  many  cases 
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after  the  passage  of  a  catheter,  or  after  more  severe  urethral 
operations.  In  erysipelas,  ague,  and  in  the  septic  absorption 
following  wounds  of  various  kinds,  the  onset  of  the  herpetic 
eruption  was  noticed  at  varying  intervals  after  the  rigor.  The 
usual  period  seems  to  be  two  days,  although  in  some  three 
and  even  four  days  appeared  to  elapse.  As  most  patients  took 
but  little  notice,  and  never  complained  of  the  eruption  in  its 
early  stages,  it  was  difficult  to  collect  exact  dates ;  the  vesicles 
appeared  most  commonly  upon  the  upper  lip  and  nose,  next 
upon  the  lower  lip,  cheek,  and  tongue.  In  one  instance  the 
skin  over  the  distribution  of  the  nasal  branch  of  the  ophthalmic 
nerve  was  j&rst  affected.  In  none  of  the  cases  I  have  seen  was 
the  orbital  division  affected. 

So  various  are  the  diseases  here  mentioned  in  which  labial 
herpes  has  followed  a  rigor  that  I  think  no  one  will  be  dis- 
posed to  question  the  deduction  that  the  herpes  is  not  special 
to  any  disease,  or  that  it  has  a  close  connection  with  a  preced- 
ing rigor. 

I  am  aware  that  labial  herpes  or,  as  it  has  been  called, 
symptomatic  herpes,  has  for  long  been  considered  as  an 
important  sign  of  pneumonia.  But  I  believe  it  is  also  true 
that  many  cases  of  this  affection  are  unattended  with  the 
phenomenon.  It  is  also  true  that  herpes  does  not  appear  after 
every  rigor  occurring  in  surgical  cases,  nor  after  every  attack 
of  ague.  But  I  believe  it  may  be  truly  said  that  the  presence 
of  labial  herpes  indicates  the  previous  existence  of  a  rigor, 
and  that  in  all  cases  of  prolonged  disease  it  may  be  considered 
as  a  sign  of  severity  of  onset. 

Why  it  is  absent  in  many  cases  remains  with  me  an  unex- 
plained point,  and  why  also  the  eruption  should  select  the  lips 
and  alae  of  the  nose,  and  not  equally  the  orbital  or  temporal  dis- 
tribution of  the  fifth  nerve  is  to  me  equally  obscure.  I  am  not 
at  all  certain  whether  the  eruption  can  occur  without  pyrexia. 
Only  once  have  I  seen  it  unaccompanied  by  this  association, 
but  in  this  case  the  marvel  was  that  the  temperature  remained 
low,  for  there  was  severe  lymphatic  inflammation  in  the 
popliteal  space. 

The  common  "  cold  sore "  seems  always  preceded  by  a 
certain  amount  of  chilliness,  a  sensation  in  a  degree  I  imagine 
a  rigor.  Perhaps  in  those  cases  where  herpes  exists  without 
nasal  catarrh,  and  where  no  determining  cause  can  be  recog- 
nised, the  individual  has  just  escaped  a  more  severe  illness. 
Or,  again,  possibly  labial  herpes,  or  herpes  affecting  the 
distribution  of  the  fifth  nerve,  is  a  disease  of  itself.     It  may 


Mr.  Symonds^s  Oases  of  Labial  Herpes  and  Rigor.      63 

be  discovered,  if  more  attention  be  directed  to  tbe  question, 
that  some  such  cause  as  that  which  acted  in  my  own  case 
existed,  and  further  it  may  be  found  that  simple  fatigue  is  a 
more  important  factor  in  the  production  of  acute  disease  than 
is  generally  believed. 

In  the  cases  I  have  mentioned  and  in  all  that  I  have  seen, 
the  common  factors  were  pyrexia  and  rigor.  As  stated  before 
the  form  of  complaint  seems  immaterial.  Pyrexia  alone  is  not 
sufficient  to  lead  to  herpes,  for  this  latter  is  of  rare  occurrence 
in  many  well-known  febrile  diseases.  Nor,  again,  is  every 
rigor  followed  by  the  eruption.  As  a  rule  it  is  after  the  initial 
rigor  alone  that  the  vesicles  appear,  but  in  one  case  further 
crops  appeared  to  arise  after  succeeding  rigors.  So  short  an 
interval,  however,  in  this  patient  intervened  between  the 
attacks  that  it  is  possible  the  entire  eruption  was  due  to  the 
first  rigor. 

It  would,  however,  appear  that  the  more  important  of  these 
two  factors  is  the  rigor.  What  the  other  factor  may  be  seems 
at  present  unknown,  unless  we  look  upon  the  herpetic  eruptions 
as  not  at  all  symptomatic,  but  a  disease  of  itself,  attended  with 
its  own  pyrexia  and  rigor.  Such  a  view  seems  to  be  held  by 
Verneuil,  who  speaks  of  a  "  traumatic  herpes  "  as  a  complica- 
tion of  wounds,  and  says  that  the  eruption  may  appear  on  the 
surface  of  the  wound  itself,  or  at  a  distance,  as,  for  example, 
on  the  lips.  In  illustration  of  this  a  case  is  given  where  a  red 
blush  appeared  on  the  skin;  another  surface  of  the  wound 
presented  a  fungoid  aspect.  At  the  same  time  there  were 
rigors  with  fever ;  these  symptoms  appeared  two  days  after  an 
excision  of  the  breast  and  subsided  rapidly.  It  seems  more 
probable  that  such  cases  as  these  are  of  septic  origin  and  that 
the  rigor  was  due  to  the  poison  absorbed,  and  the  herpes  to  the 
rigor. 

Still  the  other  factor  remains  obscure.  The  severity  of  the 
rigor  does  not  seem  to  explain  the  points,  for  with  a  common 
cold  nothing  more  than  a  chilliness  can  as  a  rule  be  said  to 
exist.  In  a  case  of  otitis  media  with  pyeemia  published  by 
Mr.  Henry  Morris  in  the  volume  of  the  *  Transactions '  of  this 
Society  for  1880,  it  is  suggested  that  the  herpes  was  due  to 
overfilling  of  the  veins  on  that  side  of  the  face  or  to  the  compres- 
sion of  the  nerves  in  the  foramina  by  the  distended  veins.  This 
view  is  an  attempt  to  connect  this  form  of  herpes  with  zoster, 
but  as  in  Mr.  Morris's  case  there  were  rigors  and  fever  I  would 
suggest  for  it  the  explanation  given  above.  In  a  case  of  fracture 
of  the  anterior  fossa  of  the  skull  in  which  with  very  moderate 
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fever  herpes  appeared  on  the  nose  and  lips,  I  had  an  oppor- 
tunity of  examining  the  nerves  after  death,  but  nothing 
abnormal  could  be  discovered.  This  patient  died  three  days 
after  the  injury,  and  had  hemiplegia  and  was  insensible,  so  that 
we  could  not  be  certain  as  to  the  occurrence  of  a  rigor.  The 
temperature  reached  103'4°,  while  no  obvious  inflammatory 
change  existed  in  the  body. 

In  conclusion  I  would  suggest  that  a  rigor  is  a  necessary 
precursor  of  this  form  of  herpes,  but  that  some  factor  other 
than  pyrexia  is  associated  with  it,  and  I  would  also  inquire 
how  far  simple  fatigue,  which  seemed  to  determine  my  own 
attack,  is  to  be  considered  as  a  cause  of  rigor  and  perhaps  of 
more  severe  affections. 
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XIV. — Case  of  Subcutaneous  Nodules  Occurring  in  an 
Adult  not  the  subject  of  Rheumatism.  By  J.  Kingston 
Fowler,  M.D.     Bead  January  11,  1884. 

JG.,  set.  35,  a  railway  labourer,  came  under  my  care  as  an 
•  out-patient  at  the  Middlesex  Hospital  on  October  26, 
1883.  He  complained  of  complete  loss  of  appetite  and  pain 
in  tbe  epigastrium  after  taking  food.  He  had  been  suffering 
from  these  symptoms  for  the  past  six  weeks.  There  was  no 
history  of  gout,  syphilis,  or  rheumatism  in  the  family. 
The  patient  gave  the  following  account  of  himself  : 
He  joined  the  2nd  Life  Guards  when  seventeen,  and  served 
in  the  regiment  for  fifteen  years,  during  that  time  he  was  not 
in  hospital  for  a  single  day.  When  twenty-five  he  had  a  sore 
on  the  right  side  of  the  glans  penis,  of  which  a  scar  remains ; 
at  the  same  time  he  had  gonorrhoea  and  some  enlargement  of 
the  inguinal  glands.  He  was  completely  free  from  both  local 
ailments  in  a  month.  No  secondary  rash  or  throat  affection 
followed.  He  has  never  had  rheumatism.  Three  years  ago 
he  first  noticed  a  lump  beneath  the  right  patella,  it  was  then 
small  and  slightly  tender.  This  gradually  increased  in  size, 
the  tenderness  soon  disappearing.  About  a  month  later  a 
similar  swelling  appeared  beneath  the  left  patella  and  followed 
the  same  course.  After  another  interval  of  a  month  or  perhaps 
six  weeks,  a  nodule  appeared  beneath  the  right  elbow,  and 
three  weeks  later  the  left  was  similarly  affected.  These 
nodules  remained  but  no  fresh  ones  appeared  until  four  months 
ago,  when  he  discovered  a  small  one  near  the  right  trochanter 
major,  it  was  tender  at  first  and  is  so  still  to  a  slight  degree. 
This  was  present  for  some  weeks  but  never  attained  to  any 
considerable  size  and  then  disappeared.  After  an  absence  of 
a  month  it  could  again  be  felt  and  since  then  has  grown 
steadily.  Shortly  following  this  reappearance  he  noticed  a 
nodule  near  the  left  trochanter  major.  The  next  spot  affected 
was  the  right  buttock  and  shortly  afterwards  the  left. 

Present  condition. — He  stands  six  feet  one  inch  in  height 
and  weighs  twelve  stone,  his  weight  in  health  has  usually  been 
nearly  fourteen  stone.  His  hair  is  dark,  skin  pale,  harsh  and 
dry ;  there  is  but  little  subcutaneous  fat  and  the  muscles 
appear  flabby  and  wasted.     The  lung  and  heart  sounds  are 
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normal.  The  urine  is  of  normal  specific  gravity  and  free  from 
albumen.  The  inguinal  femoral  and  axillary  glands  are 
slightly  enlarged.  There  is  a  bursal  enlargement  over  the 
acromion  process  on  the  left  side,  probably  induced  by  his 
employment  as  a  carrier  of  sacks  of  grain.  The  nodules  are 
arranged  with  almost  perfect  symmetry  and  present  the 
following  general  characters  : 

They  are  subcutaneous,  nearly  all  are  separable  from  the 
skin  and  from  the  subjacent  structures,  and  freely  movable. 
The  skin  overlying  and  around  them  is  normal.  They  occur 
singly  and  also  in  large  clusters,  some  of  the  large  masses 
apparently  consisting  of  congeries  of  smaller  ones.  The 
single  nodules  are  hard  and  shot-like  to  the  touch,  the  larger 
masses  are  lobulated  and  not  so  firm.  They  are  not  painful 
but  one  near  the  right  trochanter  major  is  slightly  tender. 

The  distribution  of  these  growths  is  as  follows  : 

Right  arm. — On  the  posterior  surface  of  the  ulna  three 
nodules,  situated  from  2  to  2^  inches  from  the  olecranon ;  one 
is  about  the  size  of  a  large  olive,  the  other  two  are  the  size 
of  peas. 

Left  arm. — On  the  posterior  surface  of  the  ulna  there  are 
two  nodules,  one  situated  I5  inches  from  the  olecranon  about 
equal  in  size  to  an  olive,  the  other  a  small  one  2  inches  lower 
down  the  arm. 

Ischial  tuberosities. — Beneath  the  skin,  which  in  the  sitting 
position  overlies  the  ischial  tuberosities,  there  are  on  the  right 
side  six  nodules  at  least,  close  together  and  forming  a  mass 
nearly  equal  in  size  to  a  Tangerine  orange.  At  the  corre- 
sponding spot  on  the  opposite  side  there  is  one  large  nodule 
the  size  of  an  unshelled  walnut. 

Great  trochanters. — Two  inches  below  the  tip  of  the  right 
trochanter  major  and  a  little  behind  it,  there  are  two  collec- 
tions of  nodules  forming  a  ridge  tending  backwards.  The 
larger  mass  is  about  equal  to  a  walnut  the  smaller  to  an  olive. 
At  the  corresponding  spot  on  the  left  side  there  are  two 
nodules,  one  as  large  as  an  almond,  the  other  about  equal  to 
a  pea. 

Below  the  patellse. — Below  the  outer  angle  of  each  patella 
there  is  a  nodule  the  size  of  a  small  Tangerine  orange,  that  on 
the  right  side  is  rather  larger  than  on  the  left. 

Internal  condyle. — At  the  lower  edge  of  the  internal 
condyle  of  the  right  femur  there  is  a  small  nodule.  The  left 
is  free. 

Tibia. — Over  the  anterior  surface  of  the  right  tibia,  eight 


Dr.  Fowler's  Case  of  Subcutaneous  Nodules.  67 

inches  below  the  head  of  the  bone,  there  is  a  nodule  the  size 
of  a  large  pea.  There  are  none  on  the  left  tibia.  No  nodules 
are  present  in  the  various  other  situations  in  which  they  have 
been  found  in  rheumatic  subjects. 

The  patient's  gastric  symptoms  having  been  relieved,  he 
was  ordered  cod-liver  oil  with  iodide  of  potassium  and  iron ; 
whilst  under  this  treatment  he  states  that  he  has  felt  decidedly 
better,  but  no  change  has  taken  place  in  the  size  of  the  growths. 

Remarks. — Dr.  Barlow  and  Dr  Warner  were  the  first  to 
direct  attention  to  the  occurrence  of  subcutaneous  nodules, 
similar  in  many  respects  to  those  found  in  this  case,  in  children 
and  adolescents  the  subjects  of  rheumatism. 

During  the  last  session  of  this  Society  the  cases  of  two 
adults  presenting  similar  growths  were  brought  forward  by 
Dr.  Duckworth. 

Dr.  Stephen  Mackenzie  also  showed  a  case  in  an  adult  in 
which  there  was  a  history  of  syphilis,  but  the  connection  with 
rheumatism  was  very  doubtful. 

In  this  case  the  evidence  of  syphilis  is  not  conclusive,  the 
patient  had  a  sore  but  no  secondary  or  tertiary  symptoms  have 
appeared. 

These  growths  as  regards  their  situation,  symmetrical 
arrangement,  free  mobility,  the  condition  of  the  overlying 
skin,  and  absence  of  pain  or  redness,  and  in  the  fact  that 
some  of  the  nodules  have  disappeared  and  again  returned, 
resemble  those  found  in  association  with  acute  rheumatism. 
They  differ  in  their  firmer  feel  and  in  the  adhesion  of  the  skin 
overlying  two  or  three  of  them. 

Two  other  points  of  interest  may  be  noted,  first,  the  appear- 
ance of  each  group  on  the  right  side  of  the  body  shortly 
preceding  that  on  the  left,  and  secondly,  that  they  are  all 
situated  over  points  which  are  subject  to  pressure. 

P.S. — Since  this  paper  was  written  the  patient  has  per- 
mitted me  to  remove  one  of  the  nodules  from  the  arm.  On 
microscopical  examination  it  presents  wavy  strands  of  fibrous 
tissue,  between  which  are  seen  numerous  spindle-shaped  and 
nucleated  cells  with  blood-vessels  whose  muscular  coats  appear 
thickened,  appearances  similar  to  those  noted  in  Dr.  Barlow's 
and  Dr.  Warner's  cases. 
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XV. — Case  of  Cortical  Tumour  with  great  frequency 
and  variety  of  Epileptiform  Seizures.  By  0.  F. 
CoxwELL,  M.A.,  M.B.     Bead  January  11,  1884. 

THE  following  case  appears  to  me  of  interest,  among  other 
reasons,  because  of  the  opportunity  which  it  afforded  for 
observation  of  a  species  of  fits  of  which  our  knowledge  is  yet 
very  incomplete.     The  patient's  history  is  as  follows  : 

Ten  years  ago,  G.  R.,  a  young  man,  then  aged  twenty,  and 
a  hatter  by  trade,  began  to  suffer  from  fits  which  had  a  local 
commencement  in  the  right  hand.  The  seizures  seldom  had 
a  greater  range  than  the  right  arm  and  right  side  of  the  face, 
and  were  attended  with  but  partial  loss  of  consciousness. 

Five  years  later,  he  became  a  patient  at  the  National 
Hospital  for  the  Paralysed  and  Epileptic,  and-  from  that  time 
till  the  day  of  his  death  remained  under  observation,  being 
under  the  care  of  either  Dr.  Radcliffe  or  Dr.  Trowers.  As 
time  went  on,  whenever  the  fits  became  severe,  a  tendency  to 
paralysis  of  the  right  arm  developed  itself. 

In  January,  1881,  the  right  arm  was  powerless.  Four 
months  later,  while  the  right-sided  fits  were  occurring  at  the 
rate  of  one  hundred  a  day,  he  was  completely  hemiplegic  on 
the  right  side.  He  had  marked  aphasia  but  could  say  "  Yes  " 
and  "  No,"  and  optic  neuritis  was  found  to  have  commenced 
in  the  left  eye.  On  the  right  side  there  were  both  ankle 
clonus  and  increased  knee  jerk ;  the  wrist  reflex  was  also  in 
excess. 

The  patient  was  admitted  for  the  third  time  at  the  com- 
mencement of  1882,  and  when  I  first  saw  him  in  February  of 
that  year,  he  appeared  a  strong,  well-built  man,  with  a  good 
natured  expression.  His  face  was  not  paralysed.  The  grasp  of 
his  right  hand  was  represented  by  fifteen  pounds  on  the  dyna- 
mometer, as  compared  with  eighty-five  pounds  with  the  other 
hand.  He  could  walk  pretty  well  with  a  slight  drag  of  the 
right  leg.  He  could  see  the  smallest  print  at  one  foot 
distance,  even  with  the  left  eye  in  which  there  was  intense 
optic  neuritis.  The  right  eye  was  free  from  neuritis,  but 
there  was  a  special  point  of  interest  in  it,  namely,  a  patch  of 
atrophy    (within  which,   according  to  Mr.  Nettleship,  were 
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some  glistening  dots  of  cholesterine),  the  result  of  an  old 
injury  when  the  patient  was  a  boy.  Colour  vision  was  good. 
With  the  exception  of  perhaps  the  auditory,  the  other  cranial 
nerves  were  unaffected.  The  sensibility  was  good.  The  deep 
reflexes  were  all  in  excess  on  the  right  side  and  there  was 
right  ankle  clonus.     The  plantar  reflexes  were  not  obtained. 

As  indicated  by  the  title  of  this  paper,  the  chief  feature  of 
the  case  was  the  extraordinary  frequency  and  variety  of  the 
fits.  In  the  last  year  of  his  life  this  man  had  21,800  fits. 
It  was  by  no  means  rare  for  him  to  have  200  in  one  day,  and 
on  one  occasion  351  were  counted  in  the  twenty-four  hours. 
In  the  great  majority  of  these  seizures  perfect  consciousness 
was  retained,  and  the  patient  kept  a  slate  by  his  bedside  and 
ticked  off  each  fit. 

In  addition  to  verifying  for  myself  many  of  the  statements 
made  by  Dr.  Hughlings  Jackson  and  other  authors  with 
regard  to  epileptiform  seizures,  I  was  enabled  to  make  careful 
observation  of  the  mode  of  onset  of  many  of  these  attacks. 

When  the  fits  were  frequent,  an  hour  spent  by  his  bedside 
was  rewarded  by  the  view  of  several  fits.  As  the  time  was 
summer  he  could  lie  without  danger  with  his  limbs  uncovered, 
and  if  they  were  previously  placed  in  a  position  of  semiflexion 
or  semiabduction  as  the  case  might  require,  the  slightest 
initial  movement  of  flexion  or  extension,  abduction  or  adduc- 
tion, could  not  fail  to  attract  attention. 

It  was  impossible  to  write  down  with  sufficient  rapidity 
the  order  of  the  movements  ;  it  was  necessary  to  trust  to  the 
memory,  checked  by  that  of  an  attendant,  until  each  paroxysm 
was  over,  when  the  details  were  quickly  committed  to  paper. 

In  the  numerous  cases  of  cortical  tumour  which  have  been 
recorded,  the  fits  have  nearly  invariably  been  described  as 
beginning  in  the  same  place.  It  is  in  the  fact  that  in  the 
present  case  the  fits  often  began  in  different  places,  and  in 
their  variety  rather  than  in  their  number  that  the  interest  lies. 

I  will  now  read  short  abstracts  from  my  notes  by  which 
the  variety  and  range  of  the  fits  will  appear. 

March  6. — The  right  leg  alone  affected  by  spasm.  Has 
had  three  or  four  fits  a  day  for  several  days. 

March  8. — Right  arm  and  hand  alone  affected. 

March  28. — Very  severe  fits,  at  the  rate  of  1 50  a  day, 
mostly  right-sided,  of  the  quick  type  with  lividity  and  some 
loss  of  consciousness.  Some  fits  only  affecting  the  right  side. 
When  right  or  left-sided  fits  are  spoken  of,  it  in  meant  that 
arm,  face,  and  leg  on  either  side  were  affected. 
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April  4. — The  fits  are  now  all  right  sided  and  occur  at  the 
rate  of  120  a  day. 

April  25. — The  right  side  of  the  face  is  now  alone  affected 
in  fits  which  occur  at  the  rate  of  100  a  day.  Eight  side 
of  face  partially  paralysed.  Aphasia  more  marked  than  at 
any  time.  There  is  forgetfulness  of  words  and  greatly 
impaired  power  of  expression.  Instead  of  saying  I  am  not 
well  enough  for  a  bath,  he  said  "  I  cannot  dream  of  it."  In 
saying  the  days  of  the  week,  he  could  not  get  beyond 
Thursday. 

May  10. — The  fits  now  follow  an  invariable  type.  They 
commence  with  extension  of  the  two  terminal  joints  of  all  the 
fingers  of  the  right  hand.  There  is  then  flexion  at  the 
proximal  joints  of  the  fingers,  then  at  the  wrist,  then  at 
elbow  and  shoulder,  and  then  spasm  of  the  right  side  of  the 
face.  After  each  fit,  for  at  least  two  minutes,  there  is  tem- 
porary paralysis  of  the  right  arm.  It  is  only  after  this 
interval  that  the  arm  can  be  placed  on  the  head. 

May  11. — I  observed  four  fits,  each  commencing  on  right 
side  of  face,  followed  by  spasm  of  fingers  of  right  hand,  the 
spasm  proceeding  up  the  right  arm.  There  is  mlarked  stam- 
mering, and  both  phonation  and  articulation  are  much  impaired. 

May  13. — I  observed  eleven  fits.  1st  fit.  Spasm  of  the  face 
only.  Slow  twitchings  of  right  corner  of  mouth  at  the  rate  of 
one  a  second.  2nd  fit.  Spasm  of  third  and  fourth  fingers  of 
right  hand,  then  of  thumb,  and  then  mounting  up  the  forearm. 
3rd.  Spasm  of  the  second,  third,  and  fourth  fingers  of  right 
hand  proceeding  up  the  arm  to  the  right  side  of  mouth.  4th. 
A  similar  fit,  with  the  addition  of  spasm  of  the  thumb  imme- 
diately after  that  of  the  fingers.  6th.  Spasm  of  the  right  side 
of  mouth,  then  right  sterno-mastoid,  then  right  orbicularis  pal- 
pebrarum, then  right  occipito-frontalis,  then  third  and  fourth 
fingers,  then  other  fingers,  then  wrist  and  forearm  on  the 
right  side.  6th.  Right  side  of  mouth.  7th.  Third  and  fourth 
fingers  of  right  hand,  then  thumb,  forearm,  and  mouth  in  this 
order.  8th.  Right  side  of  mouth  only.  9th.  Right  side  of 
mouth,  right  orbicularis  palpebrarum,  then  third  and  fourth 
fingers  of  right  hand,  the  other  fingers,  the  forearm  and  upper 
arm,  in  the  order  stated.  10th.  Right  side  of  mouth  only, 
11th.  Similar  to  9th  fit. 

May  14. — I  observed  five  fits,  each  commencing  with 
spasm  of  the  right  corner  of  the  mouth  followed  by  contrac- 
tion of  both  orbiculares  palpebrarum.  In  three  of  these  fits 
the  spasm  then  proceeded  down  the  forearm  to  the  fingers. 
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but  in  one  it  continued  by  first  aifecting  the  two  outer  fingers, 
then  passing  to  the  thumbs  and  finally  ascending  the  shoulder. 
The  three  above  fits  are  the  only  ones  in  which  the  spasm 
proceeded  down  the  forearm  to  the  hand ;  in  all  the  others 
observed  in  which  the  arm  was  affected,  the  march  of  the 
spasm  was  upwards.  The  right  arm  can  be  placed  on  the  head 
only  after  an  interval  of  ten  minutes  has  elapsed  after  each  fit. 

22nd. — The  fits  have  nearly  subsided,  and  the  right  arm 
can  now  be  placed  on  the  head  with  the  greatest  ease.  The 
right  hand  is,  however,  still  powerless  to  grasp.  The  difficulty 
in  articulation  has  nearly  disappeared,  but  in  saying  the  Lord's 
prayer  he  cannot  get  beyond  "  as  we  forgive." 

May  25. — He  has  had  no  fit  for  four  days  and  the  right 
hand  now  shows  a  grasping  power  of  ten  pounds. 

June  10. — Several  fits  in  which  the  right  leg  was  alone 
affected. 

July  3. — I  observed  the  following  fits  : — 1st  fit.  Flexion 
of  right  wrist  and  abduction  of  hand  with  fingers  flexed 
at  first  and  extended  at  the  other  joints,  then  flexion  of  elbow 
and  abduction  of  shoulder,  then  turning  of  head  to  right, 
then  spasm  down  right  leg.  2nd  fit.  Spasm  of  right  fore- 
finger, then  of  other  fingers,  then  ascending  up  the  arm  and 
turning  of  head  to  right.  3rd.  Spasm  of  right  foot,  then  of 
right  leg,  then  right  hand  up  arm  to  head,  then  of  left  foot 
and  ascending  left  leg.  4th.  Spasm  of  toes  of  right  foot 
ascending  the  right  leg,  then  of  right  hand  proceeding  up  the 
arm,  then  of  left  foot  and  up  the  left  leg.  5th.  Spasm  com- 
menced in  right  thigh  and  descended  the  leg,  then  went  up 
the  right  arm.  The  left  leg  was  affected  late,  but  it  was  not 
seen  exactly  how. 

July  7. — Is  having  150  fits  a  day,  all  right  sided,  of  an 
extremely  severe  character,  and  attended  with  loss  of  con- 
sciousness. 

August  10. — Has  had  no  fit  for  a  fortnight.  There  is 
very  marked  paralysis  of  the  right  arm  and  the  right  leg  in 
all  their  movements.  The  right  forearm  is  half  an  inch 
smaller  than  the  left.  The  right  upper  arm  and  the  right  calf 
measured  one  inch  less  than  the  corresponding  limbs  on  the 
opposite  side.  The  faradic  contractility  of  the  muscles  of  the 
two  sides  is  exactly  the  same.  Ankle  clonus  easily  obtained 
on  right  side. 

September  20. — A  few  minutes  after  a  fit  affecting  the  right 
leg,  ankle  clonus  could  not  be  obtained.  After  a  lapse  of  one 
hour  it  could  be  obtained. 
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November  1. — I  observed  eleven  fits  in  which  the  parts 
successively  affected  were  as  follows  : — 1st  fit.  In  order  on  the 
right  side :  — the  fourth  finger,  the  third  finger,  the  wrist,  the 
thumb.  2nd  fit.  In  order  on  the  right  side  : — the  wrist,  the 
elbow,  the  quadriceps  femoris  and  gastrocnemii,  the  peronei,  the 
adductors  of  the  foot,  the  flexors  of  the  fingers.  3rd  fit.  The 
third  and  fourth  fingers  of  the  right  hand.  4th  fit.  In  order  on 
the  right  side  : — the  wrist,  the  elbow,  the  shoulder  (adducted), 
the  fourth  finger,  second  and  third  fingers,  the  elbow,  the 
shoulder  (abducted),  and  finally  all  four  fingers  again.  5th  fit. 
In  order  on  the  right  side  : — fingers,  wrist  and  elbow.  6th  fit. 
In  order  on  the  right  side  : — wrist  and  elbow,  shoulder,  then 
the  head,  which  was  turned  to  the  right  and  forwards.  7th  fit. 
In  order  on  the  right  side  : — The  second  and  third  fingers,  the 
first  and  fourth  fingers,  the  wrist  and  elbow,  the  shoulder,  the 
head  (turned  towards  the  right),  the  thigh.  8th  fit.  In  order 
on  the  right  side  : — the  first  and  second  fingers,  the  forearm, 
the  shoulder,  the  quadriceps  femoris.  9th  fit.  In  order  on  the 
right  side  : — the  quadriceps  femoris,  the  plantar  flexors  of  the 
foot,  the  elbow,  the  fingers.  10th  fit.  In  order  on  the  right 
side : — the  wrist  and  elbow,  the  quadriceps  femoris,  and  the 
plantar  flexors  of  the  foot.  11th  fit.  Preliminary  twitches 
occurred  of  the  quadriceps  femoris  on  the  right  side,  and  then 
the  whole  leg  was  fixed  in  rigid  extension. 

It  was  very  seldom  that  I  could  obtain  from  the  patient 
any  account  of  an  aura.  At  one  time,  when  he  was  having 
rapid  right-sided  fits,  they  were  preceded  by  a  pain  starting 
from  the  right  foot,  mounting  the  right  thigh,  and  then  cross- 
ing to  the  left  side  of  the  abdomen. 

As  regards  the  deep  reflexes,  during  the  last  ten  months 
of  his  life,  increased  knee  jerk  and  ankle  clonus  were  generally 
present  on  the  right  side,  both  in  the  intervals  between,  and 
also  immediately  after  the  fits.  On  one  occasion,  after  a  right- 
sided  fit,  the  ankle  clonus  disappeared  for  several  minutes  after 
a  fit,  but  had  returned  one  hour  later. 

The  patient  died  on  January  20th,  1883,  apparently  of 
exhaustion  after  a  series  of  severe  fits. 

The  autopsy  was  performed  twelve  hours  after  death.  A 
gliomatous  tumour  was  found  on  the  left  side  of  the  brain. 
The  lesion  occupied  the  extreme  summit  of  the  ascending 
frontal  and  ascending  parietal,  and  the  adjoining  parts  of  the 
first  and  second  frontal  convolutions.  More  exactly  it  had  the 
following  boundaries.  As  the  left  hemisphere  was  viewed 
from  its  inner  side  ;  internally,  the  central  fissure ;  posteriorly 
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a  vertical  line  a  quarter  of  an  inch  behind  the  summit  of  the 
fissure  of  Rolando ;  anteriorly  a  point  midway  between  the 
summit  of  the  fissure  of  Rolando  and  the  anterior  extremity 
of  the  hemisphere ;  superiorly  the  surface  of  the  brain ;  in- 
feriorly  a  horizontal  line  about  an  inch  and  a  quarter  below 
the  upper  surface  of  the  brain.  As  the  left  hemisphere  was 
viewed  from  above,  the  posterior  half  of  the  superior  frontal 
and  the  posterior  quarter  of  the  middle  frontal  convolutions 
were  seen  to  be  affected.  Only  a  very  small  portion  of  the 
summit  of  the  ascending  parietal  and  ascending  frontal  con- 
volutions was  affected. 

In  this  case  I  was  able  to  verify  for  myself  a  large  number 
of  the  statements  made  by  Dr.  Hughlings  Jackson  with  respect 
to  fits  due  to  cortical  disease.  Many  of  these  have  been 
incidentally  alluded  to.  I  will  here  only  mention  that  it  was 
only  after  there  had  been  numerous  fits  affecting  the  right  side 
of  the  face  that  there  was  facial  paralysis  and  aphasia,  and  that 
when  the  type  of  fits  disappeared  so  did  the  facial  paralysis  and 
aphasia.  Originally,  and  for  many  years  before  he  died,  the 
fits  always  had  a  local  commencement  in  the  right  hand,  and 
never  extended  further  than  the  right  arm  and  right  side  of 
the  face.  But  as  time  went  on  they  sometimes  would  com- 
mence in  other  parts  and  have  a  much  greater  range.  The 
explanation  seems  to  me  to  be  that  the  tumour  probably  created 
instability  in  areas  of  the  cortex  adjacent  to  that  in  which  there 
were  gross  pathological  changes,  and  that,  when  the  instability 
in  these  adjacent  areas  had  reached  a  certain  degree  of  intensity, 
explosive  discharges  occurred  in  them,  giving  rise  to  fits 
having  as  their  starting  points  the  leg  or  the  face.  The  great 
length  of  time  that  the  case  lasted  (ten  years)  may  be  suggested 
as  a  reason  for  this. 

The  patient  had  occasionally  fits  of  the  general  convulsive 
type,  with  instantaneous  loss  of  consciousness,  that  is,  ordinary 
epileptic  fits ;  this  is  very  unusual,  and  is  said  not  to  occur  in 
cases  of  cortical  tumour.  Perhaps  the  wide- spread  general 
instabihty,  which  this  kind  of  fit  implies,  was  the  result  of  the 
extraordinary  number  of  the  fits  as  well  as  of  the  long  duration 
of  the  case. 

There  was  a  tendency  at  different  times  for  some  special 
type  of  fits  to  occur ;  for  instance,  at  one  time  hundreds  of  fits 
followed  each  other  in  unbroken  succession  in  which  the  spasm 
was  limited  to  the  right  side  of  the  face.  At  another  time  the 
fits  were  limited  to  the  arm  and  face,  the  spasm  never  by  any 
chance  proceeding  down  the  arm  but  always  upwards,  and  the 
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face  was  always  attacked  with  spasm  either  before  or  after  the 
arm,  never  simultaneously  with  it.  Once  having  attacked  the 
arm  the  spasm  nearly  invariably  went  up  the  arm.  I  never 
saw  a  twitch  at  one  joint,  say  the  elbow,  then  another  at  the 
knee,  and  then  another  at  the  mouth ;  on  the  contrary,  in  each 
case  there  was  a  definite  line  of  march  of  the  spasm  up  or  down 
the  limb.  These  phenomena  seem  to  me  to  be  well  explained 
by  a  localisation  hypothesis  with  which  at  first  sight,  but  only  at 
first  sight,  the  great  variety  of  the  fits  might  seem  to  disagree. 

It  is  worthy  of  notice  that  when  the  spasm  crossed  from 
the  ''first"  to  the  ''second"  side,  at  a  sufiiciently  slow  rate 
for  its  march  to  be  watched,  the  muscles  first  affected  on  the 
second  side  were  usually  those  of  the  leg,  never  those 
of  the  arm.  In  a  few  of  the  fits  in  which  the  right  side 
of  the  face  was  included  in  general  right-sided  spasm,  I 
noticed  that  the  muscles  of  the  eyeball  and  of  the  eyelids  were 
also  alone  affected  on  the  opposite  side.  These  facts  are  of 
interest  in  connection  with  Dr.  Broadbent's  theory  of  the  in- 
nervation of  bilaterally  associated  muscles. 

As  regards  the  seizures  in  which  the  hand  was  first 
affected,  the  statement  that  the  spasm  "  most  frequently  com- 
mences in  the  thumb  or  index  finger  "  was  not  corroborated. 
Moreover,  considering  the  variety  of  fits  which  were  observed, 
it  is  obvious  that  the  starting  point  of  the  spasm  could  not 
during  the  last  year  of  life  be  an  indication  of  the  situation  of 
the  cerebral  lesion.  The  position  of  the  tumour,  however, 
corresponded  very  fairly  with  that  which  might  have  been 
expected  from  the  fact  that  during  the  first  nine  years  of  the 
patient's  illness  the  spasm  commenced  in  the  right  hand. 

I  would  mention  that  this  is  the  second  case  of  cortical 
tumour  in  the  motor  area  on  the  left  side  in  which,  with  a 
history  of  previously  unimpaired  speech,  I  have  observed  the 
development  of  distinct  impediment  during  illness. 

In  each  of  them  the  impediment  took  the  form  of  the 
characteristic  repetition  of  certain  initial  sounds,  and  of 
general  hesitation  unattended  by  violent  gasping  efforts.  In 
each  of  them  there  were  sometimes  general  right-sided  fits, 
and  occasional  aphasia. 
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XYI. — Short  notice  of  a  Second  Case  of  Creeping  Erup- 
tion similar  to  that  described  in  Vol.  VIII  Clinical 
Society's  Transactions.  By  Robert  Lee,  M.D. 
Read  January  11,  1884. 

THE  case  of  creeping  eruption  described  in  vol.  viii  of  onr 
Transactions  excited  some  interest  at  the  time  from  the 
fact  that  it  was  new  to  those  most  likely  to  have  met  with 
others  of  the  same  kind ;  and  its  nature  was  left  undecided 
after  a  careful  examination  of  the  affected  skin  by  a  sub- 
committee consisting  of  Drs.  Dickinson,  Tilbury  Fox,  and 
Duckworth. 

It  was  in  the  expectation  that  other  cases  would  probably 
be  reported,  that  I  have  deferred  noticing  a  second  case  which 
I  saw  a  few  months  after  the  first  was  brought  to  this 
Society.  And  the  fact  that  no  important  light  was  thrown 
by  the  second  case,  except  in  one  respect,  upon  the  nature  of 
the  first  was  also  a  reason  for  delaying  to  mention  it.  It  is 
hardly  correct  to  term  the  case  one  of  eruption,  for  the  skin 
was  affected  in  the  following  manner : — There  was  a  small, 
slightly  elevated  spot,  of  the  size  of  a  pin's  head,  which  could 
be  distinguished  by  slight  redness  of  colour,  and  from  this 
point  a  line  of  about  half  the  breadth  of  the  point  could  be 
traced  for  several  inches  gradually  fading  away  in  colour  and 
breadth.  Around  the  point,  and  on  either  side  of  the  line,  the 
skin  was  redder  than  natural,  and  this  redness  faded  away  and 
did  not  extend  to  more  than  about  a  quarter  of  an  inch. 
That  is  to  say  there  was  slight  hyperaemia  in  the  parts  referred 
to.  The  line  was  not  elevated  as  much  as  the  point,  and  could 
scarcely  be  felt  by  the  finger.  On  examining  it  closely,  it 
appeared  to  be  like  a  tube  with  constrictions  in  it  at  intervals 
of  a  line  or  so,  or  it  might  be  said  to  be  beaded.  It  might  be 
compared  to  a  lymph  canal.  It  seemed  to  fade  away  by 
shrinking,  changing  to  a  pale  yellow  or  brown  line,  unaccom- 
panied by  lateral  hyperaemia.  A  drawing  was  made  of  the 
first  case,  and  if  I  can  obtain  permission  it  will  be  presented 
to  the  Society.*  The  peculiarity  of  the  case  was  the  rather 
rapid  and  inexplicable  manner  in  which  the  spot  travelled 

*  The  drawing  is  preserved  in  the  collection  of  the  Hospital  for  Sick  Children, 
Great  Oruiond  Street. 
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over  the  skin,  or  rather  immediately  beneath  the  epidermis ; 
the  rate  varying  from  one  to  four  inches  in  twenty-four 
hours. 

The  second  instance  resembled  the  first  in  these  details. 
It  occurred  to  a  gentleman  who  took  a  journey  from  London 
to  Portsmouth,  and  was  compelled  to  stop  at  Petersfield  and 
retire  to  the  water-closet  in  the  station.  This  he  affirmed 
was  the  origin  of  the  affection,  which  began  on  one  buttock 
and  spread  exactly  as  in  the  first  case  till  the  point  had 
travelled  many  feet  or  rather  yards,  passing  across  the  sacral 
region  to  the  other  side,  and  then  twisting  and  twining  and 
returning,  producing  only  slight  irritation  and  practically  no 
inconvenience. 

I  only  saw  the  case  once  with  the  family  attendant,  and  as 
it  had  been  proved  in  the  first  case  that  no  treatment  was  of 
any  use  until  the  spot  was  excised,  I  advised  its  removal  in 
the  same  way.  The  patient  was  afraid  that  a  wound  might 
result  which  would  interfere  with  his  duties.  The  death  of 
this  gentleman  occurred,  not  long  after  the  time  I  saw  him, 
from  cardiac  disease,  and  I  was  told  that  up  to  the  day  of  his 
death  the  condition  described  in  the  skin  remained  still  active. 
The  opinion  I  formed  of  this  peculiar  disease  from  observation 
of  the  first  case  was  tjiat  the  point  probably  contained  an  active 
parasite  or  animalcule;  and  the  history  of  the  second  case 
would  lead  to  the  belief  that  it  was  contracted  by  actual 
contact.  Although  the  report  by  the  subcommittee  on  the 
first  case  does  not  suggest  an  inference,  it  will  be  seen  that 
it  offers  no  opposition  to  this  view,  and  the  question  still 
remains  to  be  decided  by  further  investigation. 

P.S.  Since  this  case  was  communicated,  I  was  informed  by 
the  gentleman  who  was  the  family  attendant  that  he  noticed 
that  the  point  moved  in  a  straight  line  until  apparently  it  met 
with  some  obstruction,  when  it  turned  sharply  off,  and  thus  its 
course  was  not  strictly  in  a  curvOj  but  in  lines  varying  in 
length  and  direction. 
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XVII. — An  Unusual  Form  of  Dislocation  of  the  Hip. 
By  Walter  Rivington,  M.S.     Bead  January  25, 

1884. 

GEORGE  N.,  set.  34,  was  brought  to  the  London  Hospital 
on  August  5,  1883,  complaining  of  a  lacerated  forehead 
and  injury  to  his  right  leg.  .  He  said  that  he  was  standing  on 
the  quay  by  the  river  side  with  his  legs  about  a  foot  apart, 
and  his  hands  holding  a  barrow,  when  the  wind  blew  two  large 
packing  cases  filled  with  plate  glass,  one  about  six  feet  high 
and  the  other  about  ten  feet  high,  over  on  to  his  right  hip  and 
right  forehead.  He  became  unconscious  and  was  conveyed  to 
the  hospital. 

On  examination  no  external  wound  or  bruise  was  found  over 
the  right  hip.  Above  the  eyebrow  was  a  severe  laceration. 
There  was  complete  immobility  of  the  right  thigh,  and  pain 
was  complained  of  when  it  was  moved  for  the  purpose  of  exam- 
ination. The  thigh  was  slightly  flexed  and  the  whole  limb 
was  abducted  and  inverted,  not  nearly  so  much  inverted  as  in 
either  the  dorsal  or  sciatic  displacements,  but  slightly  turning 
or  commencing  to  turn  inwards.  The  distance  between  the 
anterior  superior  spine  and  the  great  trochanter  on  the  injured 
side  measured  3^  in.,  on  the  left  4  in.  The  right  limb 
measured  by  rod  was  32g  in.,  and  the  left  32^ ;  the  shortening, 
therefore,  amounted  to  f  in.  Nelaton's  line  passed,  on  the 
right  side,  about  half  an  inch  below  the  upper  border  of  the 
trochanter.  Posteriorly,  loss  of  the  gluteal  fold  and  flattening 
of  the  buttook  were  observed,  but  the  head  of  the  femur  could 
not  be  detected.  Under  ether  I  reduced  the  dislocation  at 
once  by  flexion,  abduction,  rotation  outwards,  and  extension, 
the  head  returning  to  the  acetabulum  with  an  audible  click  and 
a  little  grating.     A  long  splint  was  applied. 

On  the  13th  it  was  noted  that  there  was  a  bruise  over  the 
right  hip  extending  to  the  knee. 

On  the  19th  he  could  raise  his  leg  off  the  bed. 

On  September  the  11th,  being  able  to  walk,  he  was  dis- 
charged cured. 

Remarks. — This  dislocation  was  diagnosed  by  the  house- 
surgeon  as  a  sciatic  dislocation,  but,  as  I  pointed  out  at  the 
time,  it  differed  from  the  ordinary  "  sciatic  "  displacement  in 
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the  circumstances  that  the  limb  was  abducted  as  it  is  in  the 
obturator  variety^  that  it  was  commencing  to  turn  inwards^  and 
that  the  shortening  was  a  little  less,  under  half  an  inch.  The 
case  differs  also  from  some  of  the  published  cases  of  anomalous 
displacement.  In  Mr.  Luke's  case,  which  I  saw  in  the 
capacity  of  in-patient  dresser,  and  in  which  the  head  of  the 
femur  rested  midway  between  the  ischiatic  notch  and  the 
thyroid  foramen,  the  limb  was  neither  inverted  nor  everted  but 
is  described  as  an  inch  longer  than  its  fellow.  It  differs  from  Mr. 
Quain's  cases  in  which  the  dislocated  limb  was  at  some  distance 
from  the  other,  for  in  those  cases  the  limbs  were  further  back  and 
extremely  inverted.  It  was  not  an  everted  dorsal  dislocation.  I 
think  it  may  be  best  described  as  an  incomplete  ischiatic  disloca- 
tion ;  as  a  thigh  bone  in  the  first  stage  or  slightly  beyond  the  first 
stage  of  the  dorsal  displacement.  The  head  had  probably  just 
quitted  the  acetabulum  in  a  direction  obliquely  backwards  and 
downwards,  but  the  limb  had  not  had  any  secondary  force 
applied  to  it  to  determine  its  destination  as  one  of  the  regular 
forms  of  dislocation.  That  the  head  was  beyond  the  margin 
of  the  cotyloid  ligament  is  evidenced  by  the  snap  which 
accompanied  its  return  to  the  acetabulum.  In  all  the  usual 
forms  of  displacement  the  ligamentum  teres  is  torn  across  at  or 
near  the  head  of  the  femur.  I  think  it  may  be  possible  that 
it  escaped  in  the  present  instance,  and  there  could  scarcely 
have  been  so  much  damage  to  the  small  rotator  muscles.  The 
case  corroborates  the  view  that  dislocation  of  the  femur  at  the 
hip  is  readily  effected  when  the  limb  is  abducted. 
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XYIII. — Wound  of  External  Carotid  by  a  Stab  in  the 
Parotid  Region :  Recurrent  Attacks  of  Hcemor- 
rhage :  Temporary  Ligature  of  Carotid  Trunk 
combined  with  Ligature  of  External  Carotid  at  the 
seat  of  Injury.  By  Walter  Rivington,  M.S. 
Read  January  25,  1884. 

ON  December  24,  1882_,  the  patient,  a  carman,  set.  31,  was 
brouglit  into  the  receiving  room  of  the  London  Hospital 
in  an  almost  unconscious  condition,  occasioned  by  the  com- 
bined effects  o£  heemorrhage  and  drunkenness.  It  was  stated 
that  he  had  been  stabbed  by  his  wife.  There  were  three 
wounds,  one  severing  the  lobule  of  the  left  ear  and  passing 
into  the  parotid  gland  below  the  zygoma,  a  second  behind  the 
ear,  and  a  third  over  the  mastoid  process.  When  he  was 
admitted  there  was  no  haemorrhage,  the  wounds  were  brought 
together  by  sutures  and  dressed  with  iodoform. 

January  1,  1883. — The  wounds  had  been  doing  well,  and 
the  patient  was  allowed  to  sit  up,  but  on  December  30  and  31, 
whilst  he  was  sitting  reading,  blood  spurted  out  from  the 
parotid  wound  in  considerable  quantity.  The  bleeding  was 
readily  stopped  by  pressure.  Following  this  the  left  side  of  the 
face  swelled  considerably.  During  the  2nd  and  3rd  there 
was  no  change  of  importance,  but  on  the  evening  of  the  4th 
some  haemorrhage  occurred.  At  the  same  time  there  was  all 
the  appearance  of  facial  erysipelas.  On  the  6th  there  was 
great  increase  of  the  facial  swelling ;  the  surface  was  red  and 
covered  with  papular  elevations,  the  right  side  of  the  face  also 
was  involved,  and  the  eyelids  were  so  cedematous  that  he 
could  not  open  his  eyes.  Fluctuation  was  thought  to  be 
present  by  the  house  surgeon,  who  made  a  small  incision  and 
inserted  the  dressing  forceps,  but  no  pus  issued.  Temperature 
100-|°,  pulse  112.     The  patient  was  sent  to  the  erysipelas  ward. 

January  8. — Swelling  of  face  less  intense,  discharge  in- 
creased ;  the  house  surgeon  passed  a  drainage-tube  from  the 
wound  by  the  ear  to  the  incision  made  on  the  6th.  Ice-bag 
and  lead  lotion  applied. 

January  10. — An  abscess  cavity  was  opened  two  inches  in 
front  and  on  a  level  with  the  lobe  of  the  ear.     The  swelling 
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of  the  face  was  much  reduced,  the  right  side  had  become 
normal  and  he  could  open  both  eyes.  He  now  went  on  well 
till  Monday  the  loth,  when  haemorrhage  again  occurred,  deter- 
mined by  a  fit  of  coughing.  The  blood  ran  out  from  all  the 
incisions  in  considerable  quantity.  A  member  of  the  staff  who 
was  visiting  the  wards  was  called  to  the  patient  but  did  not 
consider  it  advisable  to  interfere.  The  haemorrhage  had  been 
temporarily  arrested  with  a  sponge  and  bandage.  I  did  not 
hear  anything  about  the  haemorrhage,  but  on  visiting  the 
wards  on  the  morning  of  the  17th  I  saw  the  patient  with  his 
head  bandaged  and  learnt  what  had  occurred.  On  removing 
the  dressings  and  sponge,  blood  spurted  out  vehemently  in  a 
large  jet.  The  haemorrhage  was  arrested  with  pressure,  and 
I  deemed  it  advisable  at  once  to  resort  to  operative  measures 
to  secure  the  wounded  or  ulcerated  artery.  From  the  size  of  the 
stream  and  the  force  of  the  jet  the  injured  vessel  must  have 
been  the  trunk  of  the  external  carotid  in  the  parotid  gland. 
Having  regard  to  the  difficulty  of  securing  the  artery  at  the 
seat  of  injury  and  to  the  amount  of  blood  which  would  be  lost 
before  this  could  be  accomplished,  and  not  being  able  to 
rely  upon  pressure  on  the  common  carotid  during  the  operation, 
I  decided  to  cut  down  first  of  all  on  the  common  carotid  at  its 
bifurcation,  and  place  a  temporary  ligature  on  it  or  on  the 
external  carotid,  before  removing  the  plug  again  from  the 
injured  vessel.  There  was  a  great  deal  of  inflammatory 
thickening  over  the  course  of  the  carotids  and  the  tissues  were 
matted  together,  the  anterior  edge  of  the  sterno-mastoid  being 
adherent  to  the  deep  fascia  so  that  it  was  by  no  means  easy 
to  find  and  separate  the  edge,  but  when  this  had  been  accom- 
plished and  the  muscle  drawn  on  one  side,  a  catgut  ligature  was 
readily  passed  round  the  carotid  and  lightly  tied  so  as  to  stop 
the  current  of  blood  but  not  divide  the  inner  and  middle  coats. 
The  artery  was  secured  above  the  level  of  the  thyroid  cartilage, 
and  from  its  size  I  judged  that  it  was  the  external  carotid, 
but  it  might  have  been  the  common  carotid  with  a  high 
bifurcation  as  I  did  not  see  any  branches  coming  off  from  it. 
By  this  means  the  haemorrhage  was  controlled  effectually  so 
that  on  removing  the  bandage  and  sponge  no  blood  issued 
from  any  of  the  wounds.  The  openings  in  the  parotid  region, 
burrowing  under  the  skin,  were  then  connected  by  incisions 
and  all  clots  turned  out.  Behind  the  ramus  of  the  jaw,  a  little 
above  the  angle,  was  a  hole  from  which  some  blood  issued  in  a 
feeble  stream.  At  this  part  the  parotid  was  partly  destroyed 
by  suppuration.     Desirous   of  avoiding   the  facial   nerve   if 
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possible,  I  abstained  from  endeavouring  to  dissect  out  the 
external  carotid,  but  passed  an  aneurism  needle  below  the 
hole  to  a  sufficient  depth  to  include  a  normally  placed  artery, 
bringing  up  the  point  close  to  the  ramus  of  the  jaw  and  then, 
arming  it  with  a  catgut  ligature,  drew  the  needle  back  again, 
tied  the  ligature,  and  repeated  the  process  aboye  the  aperture. 
The  ligature  on  the  main  trunk  below  was  then  untied  and 
left  in  situ  under  the  vessel  for  use  if  needed.  All  bleeding 
had  ceased  and  there  was  no  recurrence. 

With  the  exception  of  occasional  diarrhoea  the  patient  went 
on  well  after  the  operation.  The  catgut  ligature  under  the 
main  trunk  parted  and  came  away  spontaneously  on  the  22nd. 
At  first  some  weakness  of  the  muscles  of  the  face  with  defective 
sensation  was  observed  on  the  left  side,  but  the  latter,  at  all 
events,  could  only  have  been  due  to  the  inflammatory  swelling. 
In  both  respects  he  improved  before  he  left  the  hospital  on  the 
21st  of  February,  at  which  date  all  the  wounds  had  healed 
and  the  face  had  nearly  regained  its  normal  aspect.  The 
temporal  artery  could  be  felt  beating  over  the  zygoma  a  week 
after  the  operation,  but  not  so  plainly  as  the  corresponding 
vessel  of  the  opposite  side. 

Remarks. — Doubtless  the  external  carotid  was  injured  by 
the  stab,  the  knife  either  partially  dividing  the  coats  of  the 
vessel  so  that  they  gave  way  altogether  when  the  haemorrhage 
occurred,  or  making  a  small  hole  in  the  artery  which  was 
plugged  with  clot  that  broke  down  under  the  inflammatory 
process.  The  first  haemorrhages  were  not  severe  and  did  not 
seem  to  call  for  operative  measures.  The  bleeding  on  the  16th 
was  much  more  serious  and  decidedly  arterial.  The  jet  was 
vigorous  and  large,  the  patient  lost  a  good  deal  of  blood,  and 
was  decidedly  weakened  by  it.  Had  not  the  vessel  been 
secured  on  the  17th,  the  first  opportunity  which  presented 
itself,  it  is  certain  that  renewed  haemorrhage  would  have 
occurred,  and  the  patient's  life  would  have  been  placed  in 
peril.  The  advantage  of  the  temporary  ligature  on  the  main 
trunk  was  rendered  very  evident  by  the  fact  that  immediately 
before  the  operation,  when  the  sponge  was  removed,  arterial 
blood  spurted  out  in  a  lively  jet,  whilst  after  the  ligature  a 
languid  stream  only  issued  from  the  distal  side  of  the  hole  in 
the  external  carotid.  I  believe  that  the  employment  of 
temporary  ligatures,  either  lightly  tied  or  left  in  situ  for  use  in 
case  of  need,  is  capable  of  wider  application  in  the  treatment 
both  of  haemorrhage  and  of  aneurisms. 
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XIX. — Case  of  Angina  Pectoris  immediately  folloived  by 
Pericarditis.  By  Donald  Hood,  M.D.  Read  January 
25,  1884. 

THE  following  case  is  recorded  as  presenting  some  points 
of  unusual  interest. 

On  the  evening  of  March  12  last  year,  I  received  an 
urgent  summons  to  see  a  patient  whom  I  found  suffering 
under  the  following  circumstances. 

At  8  P.M.,  being  one  hour  previous  to  my  visit,  a  gentle- 
man, aet.  65,  before  dinner  was  resting  on  a  sofa.  Appa- 
rently he  had  fallen  asleep  when  he  was  suddenly  roused  by 
hearing  a  cry,  and  at  the  same  time  he  perceived  that  the 
window  curtains  were  on  fire.  He  jumped  from  his  couch  and 
ran  to  help  to  extinguish  the  flames,  which,  from  what  I  after- 
wards saw,  must,  by  this  time,  have  assumed  serious  propor- 
tions. 

Within  a  few  minutes  of  this  exertion  he  was  suddenly 
seized  with  an  agonising  cramp -like  pain  over  the  region  of 
the  heart,  he  was  sick,  and  the  bowels  acted  twice,  the  evacua- 
tions being  of  a  liquid  character. 

When  seen  by  me  about  half  an  hour  after  the  commence- 
ment of  the  pain,  I  found  him  sitting  on  a  chair,  leaning 
forward  with  his  hands  clasping  his  chest.  He  was  blanched, 
with  cold  perspiration  standing  on  his  face  and  forehead. 
His  extremities  were  fairly  warm. 

It  was  with  the  greatest  difficulty  that  he  could  speak  or 
describe  his  suffering,  which  seemed  well-nigh  unendurable, 
and  appeared  to  be  localised  to  the  region  of  the  heart,  and 
did  not  pass  down  either  arm. 

The  action  of  the  heart  was  feeble  in  the  extreme,  irre- 
gular, and  fluttering ;  the  pulse,  one  of  low  tension,  I  could 
but  just  detect  at  the  wrist.  There  was  no  bruit  to  be  heard 
over  heart  or  vessels. 

I  remained  with  him  till  midnight,  using  hot  mustard 
applications,  ether,  brandy,  and  opium  in  the  form  of  tincture 
pretty  freely.  Under  such  treatment  the  pain  gradually 
became  less  and  the  general  conditions  improved;  but  any 
exertion  or  even  movement  caused  some  return  of  pain  with 
sense  of  impending  suffocation. 

At  4  A.M.  I  was  roused  to  see  my  patient  owing  to  one  of 
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these  paroxysms,  which.  I  was  informed  had  been  of  greater 
severity.  I  considered,  however,  that  the  general  condition 
of  the  patient  had  improved ;  the  action  of  the  heart  being 
stronger  and  the  pulse  more  evident. 

Five  hours  later  there  was  again  some  general  improve- 
ment, and  at  9  p.m.,  being  twenty-four  hours  since  the  com- 
mencement of  the  attack,  all  the  symptoms  had  decidedly 
improved,  the  only  great  inconvenience  complained  of  being 
the  difficulty  of  getting  sleep ;  the  state  of  sleep  producing 
almost  immediately  a  distressing  sense  of  dyspnoea. 

Sir  William  Gull,  who  saw  the  patient  with  me  at  this  hour, 
noticed  a  slight  rough  shuffle  over  the  cardiac  area;  it  was 
very  indistinct,  at  one  moment  easily  caught  by  the  ear,  and 
then  lost  again  during  many  beats  of  the  heart ;  he  expressed 
his  opinion  that  pericarditis  was  to  be  feared.  The  following 
morning  the  faint  soft  indistinct  shuffle  had  deepened  into  a 
decided  friction  rub,  and  from  this  time,  being  thirty-six 
hours  after  the  primary  angina,  the  case  assumed  all  the 
characters,  general  and  specific,  of  pericarditis  with  effusion 
of  a  moderate  amount  of  fluid.  Ten  days  later  I  noted  the 
return  of  friction  sound,  and  at  this  time  the  area  of  cardiac 
dulness  appeared  as  normal.  I  should  add  there  was  no  rise 
of  temperature  during  any  period  of  the  attack. 

I  now  for  the  first  time  noticed  an  alteration  in  the  first 
sound,  when  heard  at  the  apex  ;  it  was  roughened  and  had  lost 
its  purity,  though  I  could  not  say  that  a  definite  bruit  existed. 
Owing  to  an  attack  of  illness  I  did  not  again  see  my  patient 
for  nearly  a  fortnight,  but  when  I  examined  the  chest  on  my 
return,  I  found  that  a  distinct  systolic  apex  bruit  had  all  but 
replaced  the  first  sound  of  the  heart.  However,  the  general 
health  had  now  so  much  improved  that  it  was  thought  right 
to  recommend  change  of  air.  My  patient  left  town,  and  I  did 
not  see  him  again  for  more  than  four  months. 

On  his  return,  I  learned  that  after  leaving  London  he  had 
at  first  felt  fairly  well.  He  appeared  to  have  lived  his 
ordinary  life.  He  then  began  to  suffer  some  shortness  of 
breath,  and  noticed  that  his  legs  began  to  swell.  He  now 
went  to  one  of  the  advertised  hydropathic  establishments,  where 
he  remained  some  weeks  ;  failing  to  derive  any  benefit  he 
returned  to  town  and  placed  himself  under  my  care. 

I  now  found  most  serious  heart  mischief ;  the  mitral  valve 
being  terribly  incompetent ;  he  had  much  oedema  of  the  lower 
extremities,  and  there  was  a  large  effusion  of  fluid  in  the 
right  chest. 
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Complete  rest  in  bed  with  remedies  gave  relief ;  the  chest 
effusion  became  rapidly  absorbed,  but  the  state  of  the  heart, 
weak  and  irregular,  prevented  me  holding  out  any  hope  of 
real  permanent  improvement.  A  few  days  later,  while  attempt- 
ing to  rise  from  his  couch,  he  fell  dead  into  the  arms  of  his 
nurse. 

I  much  regret  that  I  was  unable  to  procure  an  examination 
after  death,  so  that  the  exact  lesion  of  the  heart  must  remain 
more  or  less  a  matter  of  conjecture. 

I  have  no  evidence  to  offer  as  to  the  state  of  the  heart 
previous  to  the  attack  of  angina  which  I  have  described ;  my 
patient,  though  never  a  very  strong  man,  had  not  required  to 
seek  medical  advice  but  for  trifling  ailments,  and  I  under- 
stood from  him  that  his  heart  had  never  been  examined ;  he 
had  through  life  considered  himself  as  rheumatic,  but  at  no 
time  had  he  suffered  from  an  acute  attack.  At  the  time  of  his 
seizure  he  was  not  feeling  well  or  strong,  and  I  certainly  con- 
sider his  general  health  must  have  shown  signs  of  failing  for 
some  time  before  I  saw  him ;  he  had  always  led  a  peculiarly 
quiet,  abstemious  life. 

I  believe  the  rapid  development  of  pericarditis  upon  an 
attack  of  angina  to  be  very  rare ;  to  me  it  is  new,  and  I  can 
find  no  record  of  such  a  case. 

In  thinking  over  the  case,  and  taking  into  consideration  the 
cause  of  the  primary  angina  with  its  train  of  subsequent  events, 
I  feel  disposed  to  regard  the  primary  attack  as  produced  by 
sudden  heart  distension ;  and  I  think  it  far  from  improbable 
that  the  heart  muscle  had  undergone  some  partial  fibroid 
degeneration. 

The  distension  might  cause  some  slight  lesion  or  laceration 
of  the  visceral  layer  of  the  pericardium,  which,  in  its  turn, 
would  account  for  the  rapid  supervention  of  pericarditis,  and, 
further,  would  explain  the  changes  which  followed  in  connec- 
tion with  the  mitral  orifice. 

If  I  am  right  in  my  conjecture  that  the  pericarditis  resulted 
from  some  lesion  of  the  visceral  layer  of  the  pericardium,  a 
pericardium  in  close  contact  with  muscle  undergoing  fibroid 
change,  it  will  supply  a  key  which  will  explain  some  of  the 
obscure  cases  of  pericarditis  for  which  we  sometimes  find  a 
difficulty  in  ascertaining  a  cause. 

In  connection  with  this  point  it  is  certainly  an  interesting 
fact  that,  in  the  cases  of  fibroid  disease  of  the  heart  reported 
by  Dr.  Fagge,  and  published  in  the  twenty- fifth  volume  of  the 
Transactions  of  the  Pathological  Society ,  more  than  half  were 
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tlie  subjects  of  pericarditis  of  greater  or  less  degree :  and  I 
should  add,  from  my  examination  of  these  reports,  that 
apparently  in  manj  of  the  cases  the  pericarditis  had  not  been 
detected  previous  to  the  post-mortem  examination.  As  regards 
the  possibility  of  pericarditis  supervening  upon  fibroid  changes 
of  the  heart.  Dr.  Fagge,  in  the  paper  I  have  alluded  to,  appends 
some  important  remarks  and  draws  special  attention  to  the 
fact  that  such  secondary  pericarditis  may  be  consequent  to 
fibroid  changes. 
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XX. — Case  of  Empyema  and   Cerebral  Abscess.     By 
F.  DE  Havilland  Hall,  M.D.     Bead  January  25, 

1884. 

SN.^  80t.  19,  a  pupil-teaclier.  Admitted  into  the  Westminster 
•     Hospital,  August  20,  1883. 

The  account  obtained  of  her  was  that  she  first  complained 
of  her  chest  at  Easter,  1880.  She  was  under  medical  treat- 
ment during  the  summer,  and  on  August  17,  1880,  the  chest 
was  tapped,  and  again  on  the  31st.  On  September  8  she  was 
placed  under  the  influence  of  chloroform  and  an  india-rubber 
tube  inserted;  this  was  removed  .January  1,  1881,  but  was 
afterwards  introduced  again,  and  when  I  first  saw  her  at 
Christmas,  1881,  she  had  had  a  discharge  from  the  side  all 
the  year,  sometimes  considerable  (one  or  two  ounces)  in 
amount,  when  she  felt  easier  ;  at  other  times  there  would  be  an 
accumulation  and  she  would  suffer  from  hectic. 

On  January  4,  1882,  she  was  admitted  into  the  Westminster 
Hospital  suffering  from  a  fistulous  empyema  on  the  left  side  ; 
she  was  much  pulled  down  by  the  constant  discharge  and 
hectic,  and  had  not  done  any  work  since  the  commencement  of 
her  illness. 

She  was  placed  under  chloroform  on  January  9,  and  Mr. 
Pearce  Gould  introduced  a  long  probe  through  the  opening  in 
the  fifth  interspace,  and  passed  it  downwards  and  backwards 
till  the  point  appeared  between  the  eleventh  and  twelfth  ribs  in 
the  posterior  axillary  line;  he  cut  down  on  this,  and  passing  a 
drainage-tube  through  the  two  openings,  tied  the  ends  together. 
All  the  interspaces  except  the  eleventh  were  found  much  con- 
tracted. During  the  operation  three  or  four  ounces  of  foetid 
pus  escaped. 

After  the  operation  she  suffered  greatly  from  sickness,  her 
pulse  rose  to  160 — 180,  and  I  was  afraid  that  she  would  die  from 
exhaustion ;  however,  she  begged  for  some  pale  ale,  and  the 
sickness  ceased  after  the  first  bottle. 

She  progressed  most  favorably  till  the  21st;  there  was 
hardly  any  discharge,  and  the  temperature  was  normal.  On 
this  day  the  upper  part  of  the  drainage-tube  was  removed  and 
the  lower  part  fixed  by  transfixion  with  a  harelip  pin. 
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February  8. — Tube  removed,  and  a  rubber  tracheotomy- 
tube  inserted ;  only  a  little  sero-purulent  fluid  escaped. 

February  13. — Hardly  any  discharge,  but  the  temperature, 
which  up  to  this  time  had  never  exceeded  99°,  rose  to  100'2° 
F.  in  the  evening. 

February  15. — The  tube  was  taken  out ;  no  discharge 
even  on  cough.  Air  heard  entering  down  to  the  orifice. 
Resonance  improving.  This  evening  the  temperature  rose 
to  102-6°. 

February  22. — Fluctuating  prominent  red  swelling  in  ninth 
left  interspace.  This  was  opened,  and  about  two  ounces  of 
pus  with  rather  a  bad  smell  evacuated. 

As  the  evening  rise  in  temperature  continued  and  she  was 
losing  flesh  the  rubber  tube  was  passed  from  the  opening  in 
the  ninth  interspace  through  the  opening  in  the  eleventh,  and 
the  ends  tied  together;  there  was  an  immediate  cessation  of 
the  evening  rise  of  temperature,  the  patient  improved  in  all 
respects,  and  left  the  hospital  wearing  the  tube  but  otherwise 
in  good  health. 

She  was  again  admitted  in  June  of  the  same  year  with  the 
hope  that  it  might  be  possible  to  remove  the  tube,  but  the  same 
result  followed  as  before,  namely,  hectic  fever,  so  that  I  was 
compelled  to  tie  the  tube  in  again  and  send  her  home  to  the 
country. 

I  next  saw  her  in  the  country  at  Christmas,  1882,  and  heard 
that  since  leaving  the  hospital  her  health  had  improved  so  much 
that  she  was  able  to  resume  her  occupation  as  teacher,  and  that 
she  had  been  walking  daily  three  miles. 

I  again  saw  her  in  the  summer  of  last  year ;  she  was  in 
good  condition,  hardly  any  discharge  from  the  openings,  still 
continuing  her  duties,  and  in  addition  working  for  an 
examination. 

On  August  20  she  was  once  more  admitted  into  the  hos- 
pital to  have  the  tube  removed. 

August  21. — Patient  in  fairly  good  health.  Good  vesicular 
breathing  and  resonance  all  over  right  lung.  Air  enters  left 
lung  anteriorly,  and  posteriorly  in  interscapular  region.  Pulse 
good.  Tongue  clean.  Temperature  normal.  Urine  acid, 
1015,  albumen  a  trace. 

August  24. — The  tube  was  taken  out,  but  a  piece  of  silk 
ligature  tied  in.  Directions  were  given  that  the  cavity  should 
be  washed  out  daily  with  a  solution  of  phosphate  of  soda 
and  Condy's  fluid. 

The  patient  went  on  in  a  most  satisfactory  manner  till  the 


88  Dr.  de  H.  HalPs  Oase  of  Empyema  and  Gerehral  Abscess. 

29tli,  when  the  temperature  in  the  evening  rose  to  101°.  The 
next  day  there  was  an  increased  amount  of  discharge  from  the 
wound,  so  the  tube  was  again  introduced  and  tied  in  as  before. 

September  2  and  3. — The  temperature  varied  between  100° 
and  103°,  and  medium-sized  rales  were  heard  over  the  greater 
part  of  left  chest.  Between  the  evening  of  the  3rd  and  the 
evening  of  the  4th  there  was  a  rapid  fall  of  temperature, 
102'8°to  96"6°,  and  the  patient  expressed  herself  much  better. 

September  4. — Pulse  100.  Breath  sounds  clear.  Frontal 
headache  complained  of.  At  3  p.m.  the  pain  in  the  head  was 
worse  j  thirty  grains  of  chloride  of  ammonium  were  ordered 
to  be  taken  every  three  hours. 

September  5. — Pain  not  relieved. 

September  7. — Patient  has  vomited.  Headache  not  relieved. 
Bowels  confined.  Ordered  Pil.  Hydr.  et  Coloc.  at  night,  and 
Mist.  Sennae  co.  in  the  morning. 

September  9. — Patient  complains  of  headache,  and  thirst, 
and  loss  of  appetite.  Vomiting  continues.  Is  drowsy. 
Bowels  acted  yesterday. 

September  10. — Urine  1027,  large  quantity  of  phosphates, 
a  trace  of  albumen. 

September  12. — Pain  in  head  persistent  and  more  severe. 
Pupils  moderately  dilated  and  equal.  Vomiting  continues. 
Ordered  a  mustard  poultice  to  the  nape  of  the  neck,  and  15 
grains  of  chloral  at  night. 

September  13. — Patient  states  that  she  feels  much  better; 
vomiting  less  urgent ;  no  pain  in  the  head ;  less  drowsiness. 
Bowels  confined.  Urine  1016  ;  trace  of  albumen ;  large  quan- 
tity of  phosphates. 

September  14. — Patient  worse ;  drowsiness  and  other  sym- 
ptoms increasing.  Mr.  Cowell  kindly  examined  her  eyes,  and 
reported  that  there  was  neuro-retinitis. 

September  15,  11  a.m. — Patient  evidently  getting  worse. 
Respiration  12.     Pulse  60,  very  small  and  weak. 

6.30  P.M.,  slight  convulsions  left  side  of  trunk  and  face. 
Pulse  144.  Temperature  rising.  Unconscious.  Copious  puru- 
lent discharge  from  left  nostril. 

7.15  P.M.,  death. 

By  referring  to  the  temperature  chart  it  will  be  seen  that 
in  the  last  five  days  of  life  the  temperature  was  for  the  most 
part  subnormal,  and  did  not  begin  to  rise  till  a  few  hours 
before  death. 

The  rise  of  temperature  which  occurred  on  September  2 
and  3,  which  was  followed  by  a  rapid  fall  on  the  evening  of  the 
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4th,  was  apparently  due  to  a  limited  patch  of  pneumonia  in  the 
left  lung  following  exposure  to  a  draught.  I  will  take  this 
opportunity  of  tendering  my  thanks  to  Mr.  H.  Larder,  the 
house-physician,  for  the  careful  notes  he  made  on  the  case. 

The  post-mortem  examination  was  made  by  Dr.  Hebb, 
pathologist  to  the  Westminster  Hospital,  forty-one  hours  after 
death. 

Body  emaciated.  Finger-ends  much  clubbed.  In  left  thorax 
are  two  fistulous  openings  which  lead  into  the  thoracic  cavity ; 
the  upper  one  is  just  below  the  inferior  scapular  angle,  the 
lower  one  immediately  below  the  inferior  border  of  the  eleventh 
rib  in  the  posterior  axillary  line,  the  eleventh  and  twelfth  ribs 
are  firmly  united  by  osseous  communications  round  about  the 
inferior  aperture.  The  left  pleura  is  extremely  dense,  in  some 
places  being  half  an  inch  thick,  the  thickening  is  due  to  hard 
white  fibrous  tissue.  A  cavity  capable  of  containing  several 
ounces  of  fluid  lies  between  the  opposing  surfaces ;  elsewhere 
the  parietal  and  visceral  pleurae  are  united.  The  left  lung  is 
much  wasted,  and  although  the  relative  number  of  bronchi  and 
blood-vessels,  seen  on  section,  are  much  increased,  the  pulmo- 
nary tissue  is  to  some  extent  crepitant.  The  right  pleura  and 
lung  are  perfectly  normal  and  crepitant.  Heart  8  oz.,  valves 
and  muscular  tissue  quite  normal.  Pericardium  much  distended 
with  a  clear  fluid. 

Liver  2  lbs.  14  oz.,  normal. 

Kidneys  4|  and  5|  oz,,  apparently  quite  normal.  Hymen 
circular ;  a  thick  glairy  discharge  exudes  from  os  uteri. 

Brain  48  oz.  Membrane  sticky,  but  in  other  respects  quite 
normal,  the  convolutions  are  distinctly  flattened;  during  the 
removal  of  the  brain  an  abscess  in  the  left  posterior  lobe 
burst ;  no  other  pathological  appearance  was  detected.  The 
abscess,  spheroidal  in  shape  and  about  the  size  of  a  hen's  egg, 
lay  in  the  white  matter  of  the  left  posterior  lobe,  the  walls, 
nearly  an  eighth  of  an  inch  thick,  were  hard  and  of  a  purplish 
brown  colour,  the  contents  were  a  thick  greenish  pus  which 
had  an  offensive  odour.  In  situation  it  closely  approached 
both  the  cerebral  surface  and  the  left  ventricle,  having  over 
against  it  the  quadrate  lobe,  supra-marginal  and  annectant 
gyri,  and  internally  the  roof  of  the  lateral  ventricle  in  its  pos- 
terior part. 

My  object  in  bringing  forward  this  case  was  twofold.  In 
the  first  place  I  wished  to  direct  attention  to  the  surgical 
treatment  of  old-standing  empyemata,  and  secondly,  as  the 
occurrence  of  an   abscess  in  the  brain  in  a  case  of  chronic 
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empyema  without  any  necrosis  of  the  rib  is  comparatively 
rare,  I,  therefore,  thought  it  well  to  put  this  case  on  record. 
First  of  all  as  regards  the  surgical  treatment.  The  time 
(sixteen  months)  which  elapsed  after  a  drainage-tube  had  been 
introduced  till  I  saw  her  was  undoubtedly  a  serious  element  in 
the  case,  as  the  lung  had  become  so  bound  down  by  adhesions 
and  incapable  of  expansion  that  the  only  hope  of  cure,  short 
of  excision  of  portions  of  the  ribs,  lay  in  the  chest  gradually 
contracting.  But,  to  prevent  the  patient  in  the  meantime 
dying  from  hectic,  it  was  absolutely  necessary  to  reduce  the 
suppuration  to  a  minimum,  and  this  in  my  opinion  is  only  to 
be  obtained  by  the  most  perfect  drainage.  To  effect  this  I 
asked  Mr.  Pearce  Gould  if  he  would  try  to  pass  a  drainage- 
tube  from  the  original  opening  along  the  upper  surface  of  the 
diaphragm  and  then  through  the  eleventh  interspace,  tying  the 
two  ends  externally.  This  he  succeeded  in  doing,  and  I  think 
that  I  am  justified  in  claiming  the  result,  as  far  as  it  went,  as 
a  perfect  success.  The  patient,  who  before  this  plan  of  treat- 
ment was  carried  out,  was  unable  to  get  about,  rapidly  picked 
up  in  strength,  and,  as  I  have  already  said,  for  a  year  she  was 
able  to  do  her  duty  as  governess  and  walk  daily  three  miles. 
During  this  time  the  chest  wall  was  gradually  falling  in  and 
there  was  hardly  any  discharge,  whereas  previous  to  the  open- 
ing in  eleventh  interspace  being  made,  the  discharge  was  very 
copious.  The  low  counter-opening  is  so  opposed  to  the  views 
of  many  authorities  on  the  subject,  notably  Mr.  Marshall,  who 
has  had  great  experience  at  Brompton,  that  I  should  be  glad 
to  elicit  an  expression  of  the  views  of  those  present  who  have 
devoted  attention  to  the  question.  Mr.  Marshall  says :  * 
''  Whilst,  therefore,  laying  down  a  rule  never  to  perform  open 
paracentesis  or  incision  lower  than  the  sixth  or  seventh  inter- 
space at  the  sides  of  the  chest,  I  would,  in  the  adult,  venture 
to  recommend  in  preference  the  fifth  space  nearer  to  the 
front."  He  goes  on  to  say :  "  The  idea  that  we  necessarily 
drain  the  pleural  cavity  most  effectually  by  making  a  puncture 
or  an  incision  at  the  lowest  available  point  behind  is,  I 
believe,  a  chimera."  He  maintains  that  the  diaphragm  rises 
and  nips  the  drainage-tube  against  the  ribs.  If,  on  the  other 
hand,  he  says  "  the  opening  is  made  as  high  as  is  practicable, 
say  at  or  level  with  the  common  spot  of  spontaneous  perfora- 
tion, i,  e,  in  the  fifth  interspace,  a  very  short  tube  will  be  suffi- 
cient to  drain  the  upper  part  of  the  cavity,  whilst  the  lower 
part  will  close  up  by  the  contact  and  gradual  adhesion  of  the 

.  .  *  Lancet,  March  4, 1882. 
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diaphragm  with  the  chest  wall  and  requires  no  drainage." 
In  the  St.  Bartholomew's  Hospital  Reports  for  1875,  I 
recorded  the  case  of  a  man  who  had  been  suffering  from  fistu- 
lous empyema  for  seven  months,  the  discharge  being  fre- 
quently more  than  half  a  pint  in  the  twenty-four  hours; 
twelve  days  after  the  second  opening  was  made  low  down 
posteriorly  and  a  drainage-tube  passed  through  the  two  open- 
ings and  tied  in,  the  discharge  almost  entirely  ceased.  Exactly 
a  month  after  the  operation  the  tube  was  removed  and  the 
patient  shortly  after  left  the  hospital  in  a  very  satisfactory 
condition,  both  openings  being  closed. 

At  the  post-mortem  of  a  patient  of  Sir  James  Paget' s  I 
heard  of  a  somewhat  similar  experience,  but  with  a  less  fortunate 
termination.  The  patient  was  a  lady  suffering  from  fistulous 
empyema,  for  which  she  had  been  treated  by  several  eminent 
surgeons  in  the  United  States.  As,  however,  she  did  not 
improve  she  determined  to  come  and  consult  Sir  James  Paget. 
Though  her  condition  was  most  critical  he  advised  that  a 
counter-opening  should  be  made ;  this  was  accordingly  done. 
Unfortunately,  however,  she  had  already  suffered  so  much  that 
she  died  some  days  afterwards  from  exhaustion.  I  only  quote 
this  case  as  the  post-mortem  showed  the  drainage-tube  lying 
on  the  diaphragm  and  passing  through  the  eleventh  interspace, 
and  the  drainage  must  have  been  perfect  as  there  was  certainly 
not  a  drachm  of  pus  in  the  cavity.  These  and  many  other 
cases  have  convinced  me  of  the  importance  of  having  the 
opening  as  low  as  possible.  As  regards  the  necessity  of  two 
openings  I  agree  with  Dr.  Goodfellow,  "  Where  only  one  open- 
ing is  present,  the  pleural  cavity  may  be  likened  to  a  barrel  with- 
out a  counter-vent,  and  the  escape  of  the  fluid  must  be 
irregular  and  only  partial."* 

If  I  have  not  wearied  you  with  the  case  I  would  now  like 
to  make  a  few  remarks  on  the  connection  of  the  cerebral 
abscess  with  the  empyema. 

In  the  article  "  Abscess  of  the  Brain,"  contributed  by  Sir 
William  Gull  and  Dr.  Sutton  to  Reynolds'  System  of  Medicine, 
vol.  ii,  there  is  an  admirable  abstract  of  76  cases  of  abscess  of 
the  brain.  In  3  out  of  the  76  cases  the  cause  is  assigned  to 
empyema.  In  one  case,  a  male,  set.  30,  there  was  "  empyema 
of  the  right  pleura ;  a  cavity  at  the  apex  of  the  right  lung  ;  no 
tubercle."  At  the  post-mortem,  "  right  hemisphere  of  the  brain 
bulged.  In  the  posterior  part  of  this  hemisphere  several  large 
collections  of  greenish  yellow,  foetid  pus,  contained  in  cysts  of 

*  Med.-Chir   Trans  ,  vol.  xlii. 
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concrete  pus.  Size  of  a  walnut  to  a  pea.  An  abscess  in  the 
right  optic  thalamus.  An  abscess  had  burst  into  the  lateral 
ventricles.  Brain  substance  around  congested."  "  Two  days 
before  death  the  patient  was  found  unconscious^  never  roused, 
and  gradually  sank."     No  brain  symptoms  previously. 

In  another  case,  a  female,  aet.  20,  there  was  an  ''old 
empyema  in  the  left  pleura.  No  tubercle."  The  "right 
hemisphere  flattened.  An  encysted  abscess  in  the  middle  of 
the  hemisphere,  and  it  had  burst.  Cyst  walls  firm,  dense.'' 
"  Three  weeks  before  her  death  she  began  to  complain  of  head- 
ache. Next  day  an  epileptic  seizure.  Three  days  after  another. 
Was  pretty  well  for  a  week,  then  another  fit,  followed  by  as 
many  as  eighteen  in  twenty-four  hours,  and  was  almost 
unconscious  in  the  intervals.  Following  day  became  more 
conscious ;  fits  returned,  and  recurred  during  the  next  six 
days  ;  then  she  died." 

In  the  third  case,  a  male,  set.  23,  there  was  "  chronic  disease 
of  right  pleura,  with  external  fistulous  opening.  Dilated 
bronchial  tubes."  The  symptoms  were  "  sudden  seizure  with 
only  partial  loss  of  consciousness.  A  second  seizure  the  same 
day.  After  a  month  a  third  seizure,  followed  by  impaired 
memory  and  general  cerebral  oppression.  In  the  interval  of 
the  seizm-es,  headache  and  occasional  vomiting.  Death  at  the 
end  of  three  months."  The  post-mortem  showed  an  "  encysted 
abscess  in  posterior  lobe  of  left  cerebral  hemisphere." 

At  a  meeting  of  the  Pathological  Society,  held  on  Nov.  7th, 
1876,  Dr.  Pye-Smith  showed  a  specimen  of  suppuration  of  the 
brain  and  cord  after  the  cure  of  an  empyema.  The  empyema 
clearly  arose  in  an  acute  pleurisy  attacking  a  lad  eighteen  years 
of  age,  of  previous  good  health.  It  was  treated  by  free 
incision,  and  the  cavity  washed  out ;  in  the  course  of  five  or 
six  weeks  the  discharge  ceased  and  the  puncture  cicatrised. 
Vomiting,  severe  headache,  and  a  rise  in  temperature  came 
on  suddenly;  next  day  left  hemiplegia,  strabismus,  &c.,  and 
on  the  following  day  he  became  comatose  and  died.  At 
the  post-mortem  the  lung  was  found  expanded  and  the 
large  sac  was  reduced  to  a  small  cavity  holding  about  two 
ounces  and  furnished  with  very  thick  walls.  In  the  brain 
there  were  several  suppurating  foci,  and  two  larger  abscesses 
in  the  right  hemisphere,  one  of  which  had  discharged  itself 
into  the  lateral  ventricles,  which,  together  with  the  sub-arach- 
noid space  of  the  spinal  cord,  was  full  of  pus. 

As  in  the  case  I  have  brought  before  you,  so  in  this,  there 
was  an   entire  absence  of  septicaemic  symptoms  during  the 
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time  in  which  the  cerebral  abscesses,  which  were  not  very 
recent,  must  have  been  forming.  Dr.  Pye-Smith  explained 
the  course  of  events  in  his  case  by  absorption  of  pus  from  an 
ulcerated  surface  in  the  lung,  which  was  discovered  post-mor- 
tem, causing  pyaamia.  This  led  to  the  formation  of  several 
foci  of  suppuration  in  the  left  half  of  the  brain.  In  my  case 
there  was  no  ulcerated  surface  to  explain  the  purulent  absorp- 
tion, and  the  occurrence  of  an  abscess  in  the  brain  in  a  case  of 
old-standing  empyema  without  any  necrosis  of  the  rib  or 
ulcerated  surface  in  the  lung  is  certainly  very  difficult  of 
explanation.  Hear  on  this  point  Sir  Wm.  Gull :  "  These  cases 
of  secondary  abscess  are  amongst  the  most  obscure,  whether 
we  regard  their  insidious  origin  and  latent  course,  or  the 
primary  diseases  which  give  rise  to  them.  The  brain  is  espe- 
cially liable  thus  to  suffer,  and  in  instances  where  the  liver  and 
lungs  are  unaffected  ;"*  and  he  goes  on  to  say  that  "  when  the 
primary  abscess  is  at  a  distance,  the  blood  appears  to  be  the 
only  medium  through  which  the  morbid  influence  can  be  con- 
veyed, but  the  steps  of  the  process  are  not  yet  clear." 

From  the  thickness  of  the  abscess  wall  in  my  case  it  is 
clear  that  the  abscess  must  have  existed  many  months,  and  the 
absence  of  symptoms  till  towards  the  end  may  be  explained,  I 
think,  by  the  seat  of  the  lesion,  which  was  situated  at  a  distance 
from  the  motor  and  sensory  centres,  so  that  these  were  appa- 
rently not  compressed.  On  this  point  Huguenin  remarks  : 
"  Latencies  of  absolute  completeness  have  been  seen,  during 
which  not  a  single  symptom  called  attention  to  an  intracranial 
affection.  Such  cases  are  very  rare,  for  even  if  symptoms  of 
localised  disease  and  the  like  are  wanting,  a  chronic,  occasion- 
ally exacerbating  headache,  is  rarely  absent.  There  appear, 
indeed,  to  be  circumstances  where  the  anatomical  relations  are 
such  that  the  abscess  exercises  no  pressure  on  the  surrounding 
parts,  but  merely  plays  the  role  of  a  loss  of  substance  in  the 
brain-tissue,  on  the  locality  of  which  it  depends  whether  any 
symptoms  at  all  occur  or  not."t 

In  the  terminal  stage  of  the  patient  under  consideration 
two  symptoms  pointed  to  cerebral  abscess  from  the  com- 
mencement, viz.  headache  and  vomiting.  According  to 
Sir  William  Gull,  the  former  is  by  far  the  most  common 
symptom  of  cerebral  abscess. f     In  73   cases   he   collected  it 

*  Ouy's  Hosp.  Reports,  vol.  iii,  3rd  series,  p.  262. 

t  Ziemssen's  Cyclopadia,  vol.  xii,  p.  762. 

X  Professor  Lebort,  as  the  result  of  au  examination  of  eighty  cases,  also  states 
that  sudden  headache  is  the  symptom  which  most  frequently  first  excites  atten- 
tion.— Brit,  and  Foreign  Med.-Chir.  Review,  1857,  vol.  xix,  p.  527. 
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occurred  in  39,  whereas  vomiting  only  occurred  in  12.  Both 
these  symptoms  are  equally  common  in  tubercular  meningitis, 
and  this  was  the  disease  I  expected  to  find  at  the  autopsy,  my 
belief  being  strengthened  by  the  knowledge  that  the  father 
of  the  patient  had  died  of  phthisis  -and  a  sister  of  tubercular 
meningitis. 

According  to  Huguenin,  when  once  the  terminal  period 
begins,  the  greater  number  of  abscesses  of  the  brain  lead  to 
death  in  the  first  week.  In  my  case,  dating  the  commence- 
ment of  the  terminal  stage  from  the  first  complaint  of  headache 
would  allow  eleven  days  for  its  duration. 

Sir  William  Gull  regards  the  course  of  cerebral  abscess  aa 
always  a  fatal  one,  i.e.  in  cases  were  surgical  treatment  is  not 
adopted.  ''  There  are  no  known  cases  where  the  sac  has 
contracted  and  the  pus  dried  up,  as  occasionally  happens  with 
chronic  abscess  in  other  parts."  This  result  he  refers  to  the 
proneness  of  the  pus  of  cerebral  abscess  to  undergo  decompo- 
sition, and  to  the  extreme  alkaline  and  mucoid  character  of  the 
pus. 

As  regards  the  position  of  the  abscess  in  my  case,  the 
left  hemisphere,  according  to  Lebert,*  has  slightly  the  advan- 
tage over  the  right  in  point  of  number,  namely,  23  to  18.  As 
is  usually  the  case,  the  white  substance  only  was  affected.  The 
contents  were  the  greenish  pus  generally  observed.  In  18  out 
of  80  cases  collected  by  Lebert  the  pus  is  reported  as  having 
been  foetid,  and  in  the  case  under  consideration  it  had  an 
offensive  smell. 

As  regards  the  discharge  of  pus  noticed  from  the  left 
nostril  shortly  before  death  I  can  give  no  explanation ;  at  the 
autopsy,  in  spite  of  careful  search,  no  appearance  of  suppuration 
was  detected  at  the  base  of  the  brain,  and  there  was  no  com- 
munication between  the  abscess  and  the  nose.  According  to 
M.  Gintrac,  ''  cerebral  abscesses  evacuated  by  the  nostril  have 
been  reported,  but  the  minute  details  fail."t 

*  Brif.  and  Foreign  Med.-  Chir.  Sevlew,  vol.  xix,  1857,  p.  526. 
t  Ibid.,  1867,  vol.  xl,  p.  558. 
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XXI. — A  Case  of  Spreading  Ohliterative  Arteritis.     By 
A.  Peakce  Gould,  M.S.     Bead  February  8,  1884. 

CB.,  aet.  19,  male,  single,  a  labourer  in  a  brickfield  in  the 
•     Isle  of  Wight,  was  admitted  into  the  London  Temper- 
ance Hospital  under  my  care  on  October  31st,  1883. 

Family  history. — His  father  suffers  from  "  rheumatism  in 
the  back,"  is  otherwise  healthy.  His  mother,  three  brothers, 
and  two  sisters  are  all  quite  healthy.  He  has  lost  six  brothers 
and  sisters,  of  whom  two  died  from  scarlatina,  one  from 
whooping  cough,  one  from  congestion  of  the  lungs,  one  from 
a  burn,  and  one  from  a  cause  unknown  to  patient.  His  mother 
has  not  had  any  miscarriages. 

Personal  history. 

a.  Previous. —  Patient  had  scarlatina  seven  years  ago,  this 
was  followed  by  dropsy,  during  which  he  is  stated  to  have  had 
forty-five  fits  on  one  day,  but  none  on  any  other  occasion.  He 
has  always  been  a  teetotaler;  has  never  had  any  venereal  disease, 
nor  rheumatism.  Six  years  ago  he  had  a  whitlow  on  the  little 
finger  of  his  right  hand.  Two  years  ago  he  struck  his  right 
fifth  metacarpal  bone  against  a  horse,  his  hand  swelled,  and  he 
had  to  stay  at  home  for  three  days  on  account  of  it.  There  is 
still  some  thickening  of  the  bone  over  the  point  struck. 

j3.  Present  illness. — At  the  end  of  April  or  the  early  part 
of  May,  1883,  he  noticed  that  the  fingers  of  his  right  hand 
were  gradually  getting  "  dark''  in  colour;  this  first  involved 
the  finger-tips  and  gradually  spread  up  and  involved  the 
whole  hand.  At  this  time  there  was  no  swelling.  When  the 
hand  was  warm  it  was  of  a  deep  red  colour,  when  cold  it 
became  first  blue  and  then  milk  white.  The  hand  seemed 
weak ;  when  at  work  it  quickly  became  cold,  and  then  there 
was  a  "  sickening  pain  "  in  it.  The  lad  states  that  when  the 
disease  came  on  he  was  in  his  usual  good  health,  working  at 
carrying  coals  and  digging  clay  ;  he  had  not  received  any  injury 
to  the  hand  or  arm,  had  not  been  bathing,  nor  can  he  recollect 
that  he  had  been  exposed  to  wet  or  cold. 

In  this  state  he  continued  at  his  work  for  three  weeks ; 
then  he  stayed  at  home  for  three  weeks  when  as  he  seemed 
better  he  resumed  his  work,  and  for  a  time  he  got  on  well ; 
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but  after  being  at  work  a  montli  the  hand  became  so  bad  that 
he  again  had  to  rest  completely  for  a  month.  He  then  again 
thought  himself  well  and  resumed  work,  but  the  very  first  day, 
as  he  expresses  it,  "  the  pain  went  into  his  arm  "  (he  means 
forearm  and  elbow),  and  since  then  (August)  he  has  been  quite 
unable  to  work.  There  was  no  discolouration,  numbness,  nor 
swelling  of  the  forearm. 

Towards  the  end  of  August  he  experienced  a  sensation  as 
of  a  thorn  under  the  nail  of  the  middle  finger  of  the  right  hand  ; 
the  part  was  very  tender  and  painful,  but  not  swelled  ;  it  became 
black  under  the  nail  and  after  a  time  "  broke  "  and  "  matter  " 
oozed  from  under  the  nail.  This  sore  took  a  long  time  to  heal. 
A  month  later  the  tip  of  the  thumb  became  black,  and  two 
weeks  later  the  outer  side  of  the  fourth  finger  became  affected 
in  the  same  way. 

Stateon  admission. — The  patient  was  6  feet  9  inches  high  and 
weighed  10  st.  3  lbs.,  a  well-nourished,  fairly  healthy-looking 
man.  His  only  complaint  was  of  his  right  hand.  1.  That  it 
was  weak.  2.  That  on  attempting  to  work  with  it  it  quickly 
(five  minutes)  became  cold  and  painful,  and  that  then  it  took 
an  hour  to  warm  it.  3.  That  he  had  constant  pain  in  the 
thumb  and  fourth  finger. 

The  limb  below  the  elbow  was  distinctly  colder  than  the 
opposite  one,  skin  healthy  in  appearance,  tissues  slightly  wasted, 
muscular  power  lessened.  So  long  as  he  maintamed  the  heat 
of  the  hand  he  could  work  with  it.  The  pain  in  his  digits  was 
worse  at  night.  The  brachial  artery  was  distinctly  harder 
than  the  left,  and  less  expanded  by  the  ventricular  systole. 
Just  above  the  elbow  all  pulsation  in  it  ceased,  and  the  artery 
was  felt  as  a  tender,  hard,  cylindrical  cord.  The  radial  artery 
where  uncovered  by  muscle  formed  a  prominent,  hard,  pulse- 
less cord ;  it  was  not  tender.  No  pulse  was  to  be  detected  in  the 
ulnar  artery,  nor  could  any  pulsating  anastomising  vessels  be 
detected  around  the  elbow-joint.  These  vessels  on  the  left 
side  appeared  to  be  quite  normal.  The  temporal,  femoral,  and 
tibial  arteries  appeared  normal.  There  was  no  distension  of 
any  of  the  superficial  veins ;  no  oedema. 

On  the  tip  of  the  right  thumb  was  a  small  patch  of  dry 
gangrene.  On  the  radial  side  of  the  tip  of  the  fourth  finger 
were  two  small  superficial  brown-black  patches  of  the  same 
nature.  The  distal  end  of  the  matrix  of  the  nail  of  the  third 
finger  was  also  black.  He  complained  that  the  hand  was  very 
painful  at  night. 

Second  sound  of  the  heart  at  aortic  cartilage  accentuated. 
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no  murmur ;  pulse  regular,  arteries  rather  tense.  Urine  acid, 
sp.  gr.  1020;  no  albumen,  slight  phosphatic  deposit.  No 
notching  of  teeth,  or  opacity  of  cornea,  nor  cicatrices  in  skin 
or  mouth  or  fauces. 

The  treatment  adopted  was  to  keep  the  hand  and  forearm 
wrapped  in  cotton  wool. 

Subsequent  progress. — For  a  time  after  his  admission  there 
was  no  notable  change  in  his  condition,  and  he  was  up  in  the 
ward  and  cheerful  in  manner.  But  soon  the  pain  became 
worse,  especially  at  night  and  on  any  exposure  of  the  hand. 

November  19. — Pain  so  bad  as  to  prevent  sleep  entirely  and 
cause  the  patient  to  roll  about  on  the  floor ;  he  was  relieved  by 
warm  bathing.  The  lower  part  of  the  brachial  artery  was 
tender  and  was  pulseless  as  high  as  the  junction  of  the  lower 
and  middle  thirds  of  the  arm.  The  hand  was  paler  than 
before.  The  two  small  gangrenous  spots  on  the  thumb  and 
finger  had  burst  and  discharged  a  dark-brown  turbid  fluid. 
He  was  ordered  to  have  the  arm  painted  with  extract  of  bella- 
donna and  glycerine  under  the  cotton-wool  and  oiled  silk,  to 
have  hot  fomentations  applied  when  the  pain  was  severe,  and 
tincture  of  opium  in  nixv  doses  as  required. 

November  20. — Brachial  artery  pulseless  as  high  as  the 
middle  of  the  arm. 

November  23. — The  pain  was  still  worse,  and  hypodermic 
injections  of  morphia  as  well  as  opiate  draughts  were  had  resort 
to.  The  hand  was  bluer  than  formerly,  and  the  pallor  pro- 
duced by  pressure  for  a  moment  was  replaced  by  its  natural 
colour  only  very  slowly.  (He  was  shown  at  the  meeting  of  the 
Clinical  Society  that  evening.) 

At  this  time  there  was  noticed  a  great  prominence  of  the 
right  subclavian  artery  above  the  clavicle  ;  it  projected  under 
the  skin  as  a  tense  pulsating  cylinder  which  was  bulging  for- 
wards even  beyond  the  level  of  the  clavicle.  Almost  the  entire 
contour  of  the  artery  could  be  felt  by  the  finger ;  the  vessel 
was  very  tense,  and,  when  compressed,  a  distinct  systolic  thrill 
was  perceived  in  it.  The  heart's  action  at  this  time  was  some- 
what excited,  but  otherwise  normal.  The  two  carotid  arteries 
and  the  left  subclavian  artery  could  be  felt  pulsating  normally. 
Springing  from  each  side  of  the  lower  two  cervical  vertebrae 
was  found  a  hard  immovable  irregular  mass,  apparently  bony, 
anteriorly  symmetrical,  but  laterally  where  it  bulged  into  the 
posterior  triangle,  larger  on  the  right  than  the  left  side.  When 
the  left  subclavian  artery  was  pressed  against  this  mass  in  a 
particular  direction  a  thrill  was  produced  in  it. 

VOL.  XVII.  7 


98    Mr.  Gould's  Case  of  Spreading  Obliteratwe  Arteritis. 

From  this  date  lie  was  confined  to  his  bed^  and  on  Novem- 
ber 25,  and  subsequently,  he  had  draughts  of  syrup  of  chloral 
(5Jiss)  and  bromide  of  potassium  (gr.  xv)  at  intervals  as  well 
as  the  morphia  hypodermically.  By  this  means  he  was  kept  in 
a  partially  drowsy  state,  but  not  free  from  pain.  Whenever 
he  fell  asleep  he  woke  up  in  great  agony. 

November  26. — Sensation  over  entire  hand  perfect.  The 
end  of  the  thumb  and  ring  finger  black,  and  the  nail  of  middle 
finger  is  black.  Circulation  in  hand  very  torpid,  no  oedema.  No 
pain  nor  tenderness  at  elbow.  Brachial  artery  pulseless  as 
high  as  middle  of  arm,  and  above  this  the  vessel  is  very  firm ; 
subclavian  artery  as  before.  Pulse  96 ;  somewhat  soft,  rhythm 
a  little  irregular,  heart-sounds  clear,  no  murmur ;  tongue 
moist,  covered  with  a  thin  fur. 

He  was  ordered  iodide  of  potassium  internally,  and  to  have 
tincture  of  iodine  painted  over  the  subclavian  and  axillary 
arteries. 

November  29. — During  the  day  took  ^vj  of  syrup  of 
chloral,  5j  of  bromide  of  potassium,  and  at  night  took  |  gr.  of 
morphia  hypodermically  to  relieve  him  from  a  very  severe 
paroxysm  of  pain. 

November  30. — The  palmar  surface  of  last  joint  of  thumb 
is  black  and  dry,  and  on  the  radial  side  of  the  ring  finger 
there  is  a  gangrenous  bulla.  The  brachial  artery  is  found  to 
be  pulseless  up  to  an  inch  above  middle  of  arm.  Subclavian 
artery  less  prominent.  From  this  time  the  pain  lessened  ; 
thus  on  December  2,  it  is  noted  that  the  patient  had  a  "  pretty 
fair  night"  after  the  injection  of  ^  gr.  of  morphia,  and  he 
appeared  to  be  gaining  strength,  but  the  pulselessness  of  the 
brachial  artery  had  extended  three  quarters  of  an  inch  higher 
up.  The  gangrenous  patches  on  the  thumb  and  ring  finger 
had  burst  and  discharged  a  brown  glairy  fluid. 

December  4. — For  the  first  time  he  had  slept  without  an 
injection. 

December  6. — Brachial  artery  pulseless  half  an  inch  higher 
still.  The  radial  artery  had  shrunk  so  as  to  be  only  just 
perceptible ;  quite  pulseless. 

December  17. — Has  not  required  any  morphia  since 
December  9,  and  is  taking  less  chloral,  and  this  was  finally 
discontinued  on  the  19th.  He  had  but  little  pain.  Circula- 
tion in  hand  better ;  tip  of  thumb  and  greater  part  of  last 
joint  of  fourth  finger  mummified.  No  numbness  nor  disorder 
of  sensation ;  no  oedema.  Brachial  artery  pulseless  up  to  one 
inch  below  the  lower  border  of  the  teres  major  muscle,  above 
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that  the  vessel  is  harder  than  on  the  opposite  side.  Right  sub- 
clavian artery  not  so  tense  or  prominent  as  formerly,  but  more 
prominent  than  left ;  the  least  pressure  on  it  backwards  causes 
a  thrill.  8kin  of  palm  of  hand  dryer  and  harder  on  the  right 
side  than  the  left ;  considerable  wasting  of  arm,  forearm,  and 
hand.  Pulse  84,  regular.  Heart-sounds  normal.  Tongue 
moist,  perfectly  clean,  appetite  good.  Urine  acid,  1022,  no 
albumen,  sugar,  or  deposit  of  phosphates.  For  temp,  see  Chart, 
Plate  IV. 

Present  condition. — February  7,  1884. — He  is  now  in  his 
usual  good  health;  he  is  quite  free  from  pain.  Appetite 
good;  tongue  clean;  bowels  regular;  urine  normal;  pulse  84, 
regular ;  heart  shows  evidence  of  some  hypertrophy  in  a  some- 
what heaving  impulse  and  a  low  dull  booming  first  sound. 
On  comparing  the  two  upper  limbs,  the  right  is  a  little  the 
smaller,  and  the  finger  tips  are  colder.  The  gangrenous  ends 
of  the  thumb  and  fourth  finger  are  very  shrunken  and  not 
yet  quite  separated.*  The  radial  artery  cannot  be  felt ;  the 
brachial  artery  is  much  less  distinct  than  before,  though  it 
can  be  felt  as  a  firm  pulseless  cord  freely  rolling  under  the 
finger.  The  superior  profunda  artery  can  be  felt  pulsating 
just  above  the  outer  epi-condyle  of  the  humerus.  The  right 
subclavian  artery  still  pulsates  more  forcibly  than  the  left,  or 
at  least  the  pulsation  is  felt  more  plainly  and  superficially  on  the 
right  than  on  the  left  side.  The  superficial  veins  of  the  arm 
are  normal.    No  affection  of  sensation  ;  muscular  power  good. 

The  treatment,  in  addition  to  the  local  measures  already 
mentioned,  consisted  of  a  draught  containing  seven  grains  of 
iodide  of  potassium  in  an  ounce  of  decoction  of  cinchona  taken 
thrice  daily  from  November  26  to  January  3.  On  the  latter 
date  a  draught  containing  ten  minims  of  liquor  ferri  per- 
chloridi,  and  five  minims  of  tincture  of  belladonna  in  one  ounce 
of  water  was  .  substituted  and  taken  thrice  daily  until  the 
present  time. 

Remarks. — I  think  that  the  nature  of  this  man's  disease 
admits  of  no  question.  While  he  was  under  my  observation 
a  progressive  obliteration  of  the  brachial  artery  was  clearly 
traced,  and  it  was  very  evident  that  the  oblitei-ation  was  pre- 
ceded by  a  marked  induration  of  the  vessel  itself.  This  fact, 
together  with  the  absence  of  any  known  origin  of  an  embolus, 
excludes  embolism ;  the  man's  age,  his  freedom  from  general 
arterial  disease,  or  from  injury  or  other  malady  in  the  arm 

*  The  gangrenous  parts  separated  on  February  18,  and  the  patient  left  the 
hospital  with  the  sores  quite  healed  on  February  29. 
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excludes  thrombosis,*  and  by  a  process  of  exclusion  as  well  as 
by  more  direct  evidence  we  are  driven  to  conclude  that  the 
affection  was  a  change  in  the  arterial  walls  leading  to  a 
gradual  obliteration  of  the  lumen  of  the  vessel.  From  the 
clinical  history  of  the  case — the  pyrexia,  pain,  tenderness, 
and  spontaneous  arrest  of  the  process,  the  disease  may  be 
recognised  as  inflammatory,  or  arteritis  obliterans. 

The  disease  appears  to  be  a  very  rare  one,  and  but  little  is 
to  be  found  in  literature  regarding  it.  Traumatic  arteritis  is 
known,  and  arteritis  secondary  to  atheroma  and  thrombosis  as 
in  the  cases  recorded  by  Mr.  Gramgee  {'  Researches  in  Path. 
Anat.  and  Clin.  Surg.'),  while  in  more  recent  years  the 
pathology  of  a  syphilitic  disease  of  arteries  specially  charac- 
terised by  hyperplasia  of  the  intima  has  been  worked  out  by 
Heubner,  Cornil,  Greenfield,  and  many  other  observers.  The 
case  differs  much  from  that  recorded  in  the  fourteenth  volume 
of  this  Society's  Transactions  by  Mr.  Morgan,  a  case  which 
to  me  appears  to  have  been  one  of  periarteritis. 

Mr.  Barwell  in  his  article  on  ''Aneurism"  in  Ashiirst's 
International  Encyclopaedia  of  Surgery,  mentions  two  examples 
of  arteritis  occurring  in  his  own  practice.  But  the  first  was 
noted  as  a  condition  of  pulselessness  in  the  vessels  of  the  arm 
of  a  patient  who  had  been  subjected  to  ligature  of  the  carotid 
and  subclavian  arteries  of  the  same  side,  and  it  is  impossible 
to  exclude  with  any  certainty  the  occurrence  of  embolism  and 
of  thrombosis  in  a  diseased  artery.  The  pulselessness  was 
sudden,  not  gradual  as  in  my  case.  Mr.  Barwell's  second  case 
is  much  more  nearly  like  mine  in  its  general  history.  The 
patient  was  a  man  set.  46,  who  after  a  slight  injury  to  his 
hand  had  progressive  coldness,  numbness,  and  weakness  of 
the  hand  and  forearm,  with  obliteration  of  the  radial,  ulnar, 
and  lower  end  of  the  brachial  arteries,  which  were  converted 
into  hard  round  cords.  Dr.  Mitchell  Bruce,  who  examined  the 
case,  reported  that  "  there  was  a  distinct  murmur  at  base  and 
apex,  coincident  with  both  first  and  second  sounds,  indicative 
of  aortic  incompetence  due  in  all  probability  to  warty  endo- 
carditis." I  cannot,  therefore,  cite  this  case  as  an  indubitable 
instance  of  primary  obliterative  arteritis,  although  in  the 
changes  in  the  arteries  it  closely  resembles  my  case. 

In  1865  Dr.  Jaesche,  in  the  course  of  a  paper  discussing  the 
propriety  of  amputation  in  spontaneous  gangrene  [Archiv  fiir 
hlinische  GJiirurgie,  Langenhech,  Band  vi),  relates  a  case  of 
a  strong  healthy    Russian    peasant,    set.    30^    who    in    the 

*  See  note,  p.  104. 
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winter  of  1860-61,  suffered  for  some  months  from  continual 
pain  in  the  lower  limbs.  In  the  summer  of  1862,  after  a  trivial 
wound  of  the  great  toe,  an  ulcer  formed,  which  slowly  healed, 
and  then  soon  ran  on  to  gangrene  of  the  whole  toe.  In  the 
summer  of  1863  he  was  admitted  to  hospital  with  gangrene  of 
the  metatarsal  bone  and  its  coverings ;  as  the  pain  was  very- 
severe  and  the  exhaustion  increased,  Jaesche  amputated 
between  the  upper  and  middle  thirds  of  the  leg ;  there  was  no 
pulsation  in  the  femoral  artery  at  the  groin,  and  only  a  few 
drops  of  blood  escaped  from  the  stump,  and  even  the  main 
arteries  were  so  narrowed  that  they  only  admitted  a  probe  the 
size  of  a  horsehair;  the  man  recovered  perfectly.  This 
patient  is  stated  to  have  been  fond  of  spirituous  liquors,  but 
not  a  "  drunkard." 

Dr.  Burow  in  1867  recorded  {VircJiow's  Archiv,  xxxviii) 
the  case  of  a  man,  set.  40,  whose  illness  began  with 
rheumatic  pains  in  the  right  foot  of  a  few  weeks'  duration ; 
then  followed  spontaneous  gangrene  of  the  last  joint  of  the 
great  toe ;  three  months  later  this  was  amputated,  the  stump 
sloughed  and  was  reamputated  through  the  middle  of  the  first 
phalanx.  Burow  then  first  saw  the  case ;  the  stump  was 
again  gangrenous,  and  the  whole  foot  was  cold,  slightly 
cedematous,  and  a  little  redder  than  the  other  foot ;  the  popli- 
teal artery  was  felt  as  a  firm  pulseless  cord,  and  no  pulsation 
was  perceptible  in  any  vessel  below  the  knee ;  the  femoral 
artery  was  normal  and  the  heart  normal.  The  man  com- 
plained of  continual  pain.  Burow  removed  the  necrosed  bone, 
but  the  other  toes  then  becoming  gangrenous  he  amputated 
through  the  lower  third  of  the  thigh,  and  the  patient  recovered. 
In  the  stump  many  collateral  vessels  required  ligature,  and  the 
comes  nervi  iscliadici  was  so  enlarged  that  a  distinct  pulse 
was  perceptible  in  it ;  the  femoral  artery  was  represented  by 
a  number  of  small  vessels  embedded  in  a  strand  of  connective 
tissue  as  thick  as  the  finger.  There  was  no  evidence  of  athe- 
roma, nor  was  any  source  of  embolism  perceptible.  Burow 
does  not  give  any  account  of  the  vessels  of  the  leg.  He 
points  out  as  special  features  in  the  case  the  very  severe  and 
continual  pain,  the  very  slow  but  continuous  progress  of  the 
case,  and  the  unusual  depth  of  the  gangrene. 

In  1876  Friedlander  published  a  paper  in  the  Centralhlatt 
filr  die  Tfiedicinischen  Wissenscliaf ten  on  ''Arteritis  Obliterans" 
in  which,  among  other  propositions,  he  asserts — 1.  That  there 
is  a  form  of  arteritis  in  which  a  very  cellular  connec- 
tive tissue  develops  in  the  intima  of  small  and  medium-sized 
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arteries,  narrowing  or  even  obliterating  their  lumen.  2.  That 
the  disease  commences  acutely  in  the  intima  and  leads  to  the 
development  of  fibrous  and  myxomatous  tissue  in  which  new 
vessels  develop.  3.  That  this  thickening  of  the  artery  may  affect 
a  part  or  the  whole  of  the  circumference  of  the  vessel.  4.  That, 
commencing  in  the  intima,  it  may  spread  to  the  media  and 
adventitia.  5.  That  it  is  rarely  primary;  and  he  only  refers  to 
syphilis  as  a  cause  of  primary  arteritis.  6.  That  it  is  an  impor- 
tant element  in  the  pathological  changes  occurring  in  phthisis, 
and  is  frequent  in  tumours,  chronic  indurations,  and  around 
chronic  ulcerations.  He  regards  the  closure  of  the  duct  of 
Botallius  and  of  the  umbilical  arteries  as  physiological  types 
of  the  process,  which  he  says  is  imitated  in  veins  and  in  other 
structures  lined  by  epithelium,  as  the  smallest  bronchi  in 
chronic  pneumonia  and  in  the  mammary  ducts  in  scirrhus  of 
the  breast.  He  regards  the  cellular  growth  as  originating 
from  emigration  from  the  vasa  vagorum. 

lu  1879  Dr.  Winiwarter  contributed  a  paper  to  Virchow's 
Arcliiv  in  which  he  gave  a  very  careful  and  elaborate  descrip- 
tion o£  the  vessels  in  a  foot  removed  by  Billroth  for  spon- 
taneous gangrene.  The  patient  was  a  soldier,  aet.  57, 
was  often  exposed  to  cold  and  wet.  For  some  years 
he  suffered  from  "  rheumatic  "  pains  in  his  lower  extremities. 
In  the  winter  of  1877  he  had  severe  dragging  pains  in  his 
right  great  toe,  and  a  spontaneous  gangrene  of  the  tip  of  the 
toe  slowly  developed  in  the  following  spring ;  the  gangrene 
spread  not  continuously  but  intermittently,  and  the  dead  parts 
always  quickly  mummified.  No  affection  of  the  heart  or 
vessels  of  the  limb  could  be  detected.  Billroth  deferred 
operation,  but  in  October,  1878,  the  patient's  general  health 
was  impaired  and  the  gangrene  had  spread  to  the  sole  of  the 
foot,  the  other  toes  were  oedematous,  and  discoloured  on  their 
plantar  surface.  Billroth  then  amputated  a  hand's  breadth 
above  the  ankle.  The  posterior  tibial  vessels  were  enclosed  in 
a  single  ligature  as  it  was  impossible  to  isolate  them ;  there 
was  remarkably  little  bleeding  when  the  elastic  tourniquet  was 
removed.  The  patient  recovered  rather  slowly.  Winiwarter 
examined  the  vessels  of  the  foot,  and  described  in  great  detail 
the  changes  he  found  in  the  posterior  tibial  artery.  They  may 
be  summarised  as  a  proliferation  of  the  subendothelial  and 
endothelial  layers  of  the  intima  ending  in  the  total  obliteration 
of  the  lumen  of  the  vessel,  and  attended  with  the  development 
of  new  vessels  in  the  endothelial  growth ;  the  media  and  ad- 
ventitia were  also  infiltrated  with  a  similar  cell-growth,  but  to 
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a  mucli  less  extent.  The  veins  and  also  the  posterior  tibial 
nerve  to  a  slight  degree,  showed  similar  changes.  The 
anterior  tibial  artery  was  healthy,  but  the  small  offsets  of  the 
posterior-tibial  artery  were  diseased  like  their  parent  trunk. 
This  patient  had  not  suffei'ed  from  syphilis. 

In  Dr.  Wyeth's  article  on  "  Arteritis,"  in  Ashurst's 
Encyclopaedia  of  Surgery,  there  is  a  diagram  of  a  cross  section 
of  the  basilar  artery  showing  the  changes  described  by  Wini- 
water ;  the  specimen  is  in  the  possession  of  Prof.  W.  H. 
Welch,  and  is  given  as  an  illustration  of  non-syphilitic  arteritis 
obliterans. 

Billroth  in  his  Clinical  Surgery  refers  to  this  disease. 

These  cases  are,  I  believe,  similar  to  mine.  But  my  case 
appears  to  be  of  some  special  interest  for  the  following 
reasons  : 

1.  The  early  age  of  the  patient. 

2.  The  occurrence  in  the  upper  limb. 

3.  The  observation  of  the  gradual  spread  upwards  of  the 
disease  in  the  arteries. 

4.  The  serious  vascular  disturbance  occasioned  by  the 
arterial  obstruction  as  shown  by  the  great  tension  of  the 
subclavian  artery,  and  the  subsequent  hypertrophy  of  the 
heart. 

5.  The  self -limitation  of  the  disease. 

6.  The  difficulty  in  assigning  any  sufficient  cause. 
Judging  from  this  case  and  such  others  as  I  have  been  able 

to  find  recorded,  the  particular  features  of  the  disease  are : 

1.  Premonitory  pains,  usually  called  '  rheumatic' 

2.  Pain  of  a  particularly  intense  gnawing  character  during 
the  height  of  the  disease. 

3.  Absence  of  marked  alteration  in  the  colour  of  the  part, 
and  in  my  case,  the  absence  of  oedema. 

4.  Entire  absence  of  anaesthesia. 

5.  General  wasting  of  the  part,  with  slow  mummification 
of  the  extremities. 

6.  A  very  slow  and  intermittent  course  with  febrile  sym- 
ptoms when  the  disease  is  at  its  height. 

Postscript,  February  18. — The  gangrenous  ends  of  the 
fingers  were  removed. 

February  21. — On  auscultating  his  chest  to-day  a  loud  sys- 
tolic murmur  was  heard  at  the  base  conducted  up  into  the 
carotid  arteries  and  inaudible  at  the  apex,  where  the  first  sound 
was  loud  and  booming. 
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February  25. — The  murmur  above  mentioned  had  totally 
disappeared,  there  being  merely  some  roughness  of  the  firsfc 
sound  at  the  base.  Dr.  Coupland,  who  was  much  interested  in 
the  case,  was  good  enough  to  confirm  both  of  these  observa- 
tions. The  patient  left  the  hospital  on  February  29,  his 
condition  not  being  materially  altered ;  the  right  hand  was  still 
perceptibly  colder  than  the  left,  and  if  allowed  to  hang  down 
became  swelled,  but  the  swelling  quickly  disappeared  on  raising 
the  hand  in  a  sling. 

Note. — When  this  case  was  presented  to  the  Society  some 
speakers  suggested  that  the  arterial  affection  was  thrombosis 
due  to  the  pressure  of  the  bony  tumour  in  the  neck  upon  the 
subclavian  artery.  Without  entering  upon  a  discussion  of  this 
theory  it  will  be  sufficient  to  state  that  the  pulsation  in  the 
axillary  artery  quite  beyond  the  exostosis  was  considerably 
stronger  and  fuller  on  the  right  side  than  the  left,  and  showed 
clearly  that  the  tumour  did  not  lessen  the  force  of  the  circu- 
lation in  the  artery  beyond.  There  are  several  other  difficulties 
in  the  acceptance  of  this  theory. 
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XXII. — A  Case  of  Ohliterative  Arteritis.     By  W.  B. 
Harden,  M.D.     Bead  February  8,  1884. 

FM.,  set.  35,  single,  was  admitted  into  St.  Thomas's 
•  Hospital  under  Dr.  Bristowe  on  February  22,  1882. 
There  was  nothing  of  importance  in  the  family  history,  and 
there  was  no  suspicion  of  syphilis.  The  patient  was  a  domestic 
nurse,  and  for  some  time  before  her  present  illness  had  been 
attending  a  sick  child.  She  used  to  sleep  with  her  arm  around 
the  child  and  hanging  down  the  side  of  the  bed.  Six  months 
before  admission  she  began  to  suffer  from  severe  pain  in  the 
right  arm,  shooting  down  to  the  hand.  Four  months  later  she 
noticed  that  fhe  tips  of  the  first  and  second  fingers  were  hard 
and  cracked. 

On  admission  the  patient  was  well  nourished  and  healthy 
in  appearance.  She  complained  of  pain  in  the  thumb  and  first 
and  second  fingers  of  the  right  hand.  '  The  pain  was  constant 
and  scalding  in  its  nature,  but  at  times  used  to  shoot  towards 
the  shoulder.  The  first  and  second  fingers  were  pale  and 
cold,  and  on  the  tip  of  each  there  was  a  flat  irregular  corn. 
The  thumb  was  also  pale,  cold,  and  stiff,  and  the  tip  was  hard 
and  thick.  The  radial  artery  at  the  wrist  was  hard  and  tender ; 
neither  it  nor  the  ulnar  could  be  felt  to  pulsate,  but  the 
arteries  at  the  bend  of  the  elbow  were  beating.  There  was  no 
sign  of  any  visceral  disease. 

Five  days  after  admission  she  complained  of  scalding  pain 
in  the  ring  and  little  fingers  of  right  hand.  Dr.  Bristowe 
noted  that  pulsation  could  not  be  felt  below  the  axilla,  that 
there  was  much  tenderness  along  the  course  of  the  brachial 
artery,  that  the  hand  and  arm  were  very  cold  and  the  fingers 
livid. 

Four  days  later  the  ends  of  the  first  and  second  fingers 
were  getting  black.  Surface  temperatures  were  taken  with 
the  following  results  : — Right  hand  70°,  right  forearm  78°, 
left  hand  91°,  left  forearm  90*4°,  right  arm  89-8°,  left  arm 
93-4°.  The  right  hand  then  was  21°,  the  forearm  12*4°,  and 
the  arm  3' 6°  lower  than  the  corresponding  parts  on  the  oppo- 
site side. 

Two  days  later  it  was  noted  that  the  whole  brachial  was 
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thick  and  hard.  Pulsation  was  strong  in  the  third  part  of  the 
axillary,  but  could  not  be  detected  below.  The  hand  and  arm, 
which  had  been  wrapped  in  cotton-wool_,  were  warmer,  and  the 
pain  was  less. 

Nino  days  afterwards  all  the  fingers  and  the  thumb  were 
swollen  and  congested,  and  there  was  very  little  power  of 
movement.  The  tips  of  the  first,  second,  and  ring  fingers 
were  blacker,  and  the  tip  of  the  thumb  was  decidedly  livid. 
The  radial  and  brachial  arteries  were  hard,  cord-like,  and 
excessively  tender.  The  absence  of  pulsation  had  extended  a 
little  higher  into  the  axillary  artery,  and  pain  was  felt  in  the 
armpit. 

Two  days  later  pulsation  was  detected  in  the  axillary  and 
commencement  of  the  brachial  artery.  The  pain  still  con- 
tinued and  there  was  tingling  in  the  fingers  of  the  right  hand. 

In  a  few  days  the  ends  of  the  index,  middle,  and  ring 
fingers,  which  were  gangrenous,  were  separated  from  the 
healthy  tissues  by  a  distinct  line  of  demarcation.  In  a  week 
pulsation  was  felt  in  the  brachial,  just  above  the  bend  of  the 
elbow.  A  little  later  the  skin  on  the  ends  of  the  thumb,  first, 
second,  and  third  fingers  came  away.  The  temperature 
throughout  was  normal  except  once,  when  it  rose  to  101°. 

She  was  discharged  fourteen  weeks  after  admission.  No 
pulsation  could  be  felt  in  the  arteries  below  the  bend  of  the 
elbow. 

Four  or  five  months  later  she  presented  herself  at  the 
hospital.  Dr.  Bristowe  then  observed  that  "  there  was  no 
pulsation  in  the  large  arteries  of  the  right  arm,  but  the  cir- 
culation in  the  limb  appeared  to  be  good.  The  tips  of  the 
fingers  were  not  yet  healed,  and  from  one,  if  not  from  most, 
it  was  apparent  that  some  portion  of  the  terminal  phalanges 
would  come  away."  She  was  seen  by  one  of  the  surgeons, 
who  thought  that  it  would  not  be  wise  to  interfere,  at  any  rate 
at  that  time. 

About  a  month  afterwards  she  wrote  to  say  that  her  hand 
was  quite  healed,  but  that  the  fingers  often  became  cold  and 
very  painful.  The  pulsation,  according  to  the  patient,  had  not 
returned  at  the  wrist.  Her  general  health  was  good,  and  the 
hand  was  so  much  stronger  that  she  had  taken  another  situation. 

This  condition  was  presumably  one  of  ohliterative  arteritis. 
The  patient's  statement  suggested  that  prolonged  pressure 
during  sleep  was  the  exciting  cause.  This  was  very  possibly 
the  case.  It  is  well  known  that  pressure  on  a  nerve,  the  mus- 
culo-spiral^  for  example,  will  lead  to  paralysis.      It  is  quite 
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possible,  therefore,  that  pressure  on  the  exposed  arteries  of  the 
upper  extremities  might  give  rise  to  inflammation  and  subse- 
quent obliteration.  It  is  worthy  of  note  also  that,  as  in  the 
case  of  paralysis,  this  condition  of  arteritis  may  have  a  favor- 
able termination.  As  regards  a  predisposing  cause,  it  is  difli- 
cult  to  speak  with  certainty.  The  woman  seemed  to  be  quite 
free  from  syphilitic  or  other  constitutional  taint.  I  must  add, 
too,  that  there  was  no  bony  outgrowth  such  as  was  present  in 
Mr.  Gould's  case. 

Note. — I  saw  the  patient  again  in  May,  1884,  that  is,  about 
two  years  after  she  left  the  hospital. 

The  nails  of  the  index,  middle,  and  ring  fingers  were  short, 
thick  and  curved.  The  skin  over  the  two  last  phalanges  was 
red,  smooth  and  shining.  The  phalanges  themselves  were 
evidently  atrophied.  The  grasp  of  the  hand  was  good,  but 
weaker  than  on  the  left  side.  Measured  round  the  palm  the 
circumference  of  the  two  hands  was  about  equal. 

There  was  no  pulsation  in  the  radial,  ulnar,  brachial,  or 
axillary  on  the  right  side,  and  on  the  third  part  of  the  subclavian 
it  was  decidedly  feebler  than  on  the  opposite  side. 

I  was  unable  to  discover  by  what  means  the  collateral  cir- 
culation was  carried  on.  She  complained  that  the  fingers  of 
the  right  hand  were  very  cold  in  the  winter,  and,  indeed,  they 
seemed  to  me  much  less  warm  than  those  on  the  left  side. 

The  heart  was  not  enlarged.  There  was  no  murmur,  and 
the  sounds  were  not  reduplicated.  There  was  no  sign  whatever 
of  aneurism  within  the  chest.  I  convinced  myself,  too,  that 
there  was  no  bony  outgrowth  above  the  right  clavicle.  No 
history  of  syphilitic  infection  could  be  ascertained. 
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XXIII. — A  Case  of  Pijrexial  Syphilis.     By  I.  Burnet 
Yeo,  M.D.     Bead  February  8,  1884 

GEORGrE  T>.,  a  labourer,  set.  19,  was  admitted  into  King's 
College  Hospital  under  my  care  on  October  10,  1883. 
His  statement  on  admission  was  that  lie  had  been  confined  to 
bed  for  ten  days  suffering  with  pains  in  the  limbs  and  body 
generally,  with  headache,  thirst,  sleeplessness,  and  great 
debility.  He  had  felt  hot  and  perspiring,  but  had  had  no 
rigors.  He  was  much  emaciated  and  of  a  dark,  sallow  com- 
plexion, with  dilated  pupils.  The  tongue  was  furred,  the 
pulse  108,  the  bowels  confined.  There  was  no  abdominal 
tenderness  or  distension,  and  no  rash  of  any  kind  visible  on 
any  part  of  the  body.  He  said  he  had  had  some  slight  sore- 
throat  a  week  before  admission,  which  only  lasted  two  days ; 
but  there  were  no  morbid  appearances  in  the  throat  at  the 
time  he  was  taken  in,  nor  was  there  any  distinct  evidence  of 
any  visceral  disease.  The  urine  was  quite  normal.  His  intel- 
lect was,  and  remained  throughout  the  illness,  perfectly  clear, 
and  there  was  never  the  slightest  sign  of  any  cerebral  disturb- 
ance by  night  or  day.  We  found,  however,  that  he  had  an 
acute  febrile  temperature  with  remarkable  diurnal  fluctuations. 

On  the  11th  the  morning  temperature  was  99*8°,  the 
evening  temperature  was  103"6". 

On  the  12th  the  morning  temperature  was  100°,  the  even- 
ing temperature  was  105°. 

On  the  13th  the  morning  temperature  was  99°,  the  evening 
temperature  was  105°. 

The  next  three  days  the  fluctuations  were  not  quite  so 
great,  and  the  evening  temperature  not  so  high,  but  on  the 
17th  the  morning  temperature  was  98'4°,  the  evening  tem- 
perature was  104*8°,  an  oscillation  of  more  than  six  degrees. 
There  were  nearly  as  great  oscillations  on  the  23rd  and  31st, 
Plate  I,  fig.  2. 

This  type  of  temperature  continued  to  be  recorded  for 
three  weeks  without  any  change  in  his  appearance  or  the  pre- 
sentation of  any  fresh  symptoms,  save  that  he  was  becoming 
obviously  weaker  and  weaker  and  very  greatly  emaciated. 
The  pulse  was  never  very  much  quickened  and  ranged  between 
66  (morning)  and  108  (evening).  The  bowels  were  very  con- 
stipated, in  part  due  no  doubt  to  his  being  restricted  to  a 
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milk  diet,  and  an  occasional  dose  of  castor  oil  was  needed  to 
relieve  them  ;  beyond  this  and  a  grain  of  quinine  three  times  a 
day  he  had  had  no  other  medicine. 

After  he  had  been  in  the  hospital  ten  days  we  observed  one 
small  solitary  spot  in  the  umbilical  region  which  we  remarked 
from  its  resemblance  to  a  diminutive  variolous  pustule ;  there 
was  the  dark,  depressed  centre  and  the  little  circular  vesicle 
surrounding  it  containing  purulent  fluid,  very  like  an  imper- 
fectly developed  smallpox  pustule.  This  died  away  and  we 
thought  little  more  of  it.  But  by  the  end  of  another  week 
a  number  of  spots  appeared  on  the  back  and  on  the  legs,  and, 
later  on,  one  or  two  on  the  face.  These  were  of  two  kinds — 
some  were  red,  raised,  blotchy  patches,  and  others,  the  majority, 
resembled  the  spot  we  first  noticed  near  the  umbilicus,  only  that 
these  were  much  larger,  some  being  as  large  as  sixpences. 
They  had  a  dark,  depressed  centre,  which  was  surrounded  by 
a  vesicular  ring  containing  sero-purulent  fluid.  They  scabbed 
over  after  three  or  four  days,  and  then  looked  not  unlike  large 
vaccine  vesicles  on  the  wane  without  the  inflamed  areola. 

The  patient  had  now  been  in  the  hospital  three  weeks  and, 
we  were  greatly  puzzled  as  to  the  precise  nature  of  his  malady. 
At  first  we  had  set  it  down  as  an  abnormal  form  of  typhoid, 
but  that  view  could  no  longer  be  maintained.  One  observer 
suggested  some  latent  tuberculosis,  but  there  were  no  signs 
whatever  of  tubercular  irritation  of  any  organ.  The  patient 
was  emaciating  rapidly  and  getting  weaker  and  weaker. 

On  November  2,  when  he  had  been  in  the  hospital  more 
than  three  weeks,  I  expressed,  at  the  bedside,  my  difficulty  in 
understanding  the  nature  of  the  case,  and  observing  that  his 
condition  might  possibly  be  due  to  some  blood  contamination 
of  a  parasitic  nature,  I  ordered  him  thirty  minims  of  sul- 
phurous acid  every  four  hours.  On  this  occasion  one  of  my 
clerks  remained  behind  by  the  patient's  bed  talking  to  him, 
and  he  then  confided  to  him  that  he  had  some  sores  on  the 
penis,  and  it  was  found  that  he  had  a  collection  of  sores  at  the 
base  of  the  glans  penis  and  a  few  very  small  indurated  glands 
in  the  right  groin. 

He  then  stated  that  about  a  month  before  he  came  into  the 
hospital  he  had  had  connection  with  a  woman  on  Clapham 
Common  (September  5),  and  that  about  eight  or  nine  days 
afterwards  sores  appeared  on  the  penis  and  he  attended  as 
an  out-patient  at  St.  Thomas's  Hospital  until  this  acute  attack 
made  him  take  to  his  bed. 

We  did  not  immediately  put  him  on  specific  treatment,  but 
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waited  to  see  the  effect  of  the  sulphurous  acid,  which  certainly 
modified  the  temperature  somewhat  as  is  shown  by  the  accom- 
panying chart  (Pi.  I,  fig.  2),  an  effect  on  the  temperature  which 
I  have  observed  sulphurous  acid  produce  in  cases  of  typhoid ; 
at  the  end  of  a  week  the  temperature  appeared  to  be  rising 
again,  and  on  November  9  I  ordered  him  -^^  gr.  of  perchloride 
of  mercury  and  3  gr.  of  iodide  of  potassium  three  times  a  day, 
and  to  have  the  linimentum  hydrargyri  rubbed  into  the  axilla. 
Sores  to  be  dressed  with  iodoform. 

On  the  12th  the  iodide  was  increased  to  7  gr.  three  times 
a  day,  and  on  the  16th  to  10  gr.  three  times  a  day.  On  the 
20th  the  gums  were  slightly  affected. 

The  temperature  fell  steadily  as  soon  as  he  was  brought 
under  the  influence  of  specific  treatment.  The  eruptions  began 
to  dry  up  and  no  fresh  spots  appeared.  The  pains  in  the  limbs 
were  relieved,  and  the  nutrition  immediately  and  rapidly 
improved.  On  November  24  he  was  able  to  get  up.  He 
continued  to  gain  flesh  rapidly,  and  had  no  return  of  the  fever, 
and  the  eruption  steadily  disappeared.  He  was  discharged 
December  20. 

This  case  appears  to  me  to  be  of  interest  from  two  points 
of  view  : 

1st.  Because  it  would  seem  to  be  very  rare  in  ordinary 
medical  practice  to  encounter  an  acute  pyrexia  of  this  descrip- 
tion as  a  part  of  the  phenomena  of  an  early  stage  of  syphilis. 
I  say  "  in  ordinary  medical  practice,"  because  I  am  aware  that 
syphilographers  describe  the  occurrence  of  cases  somewhat 
resembling  this  one  as  not  very  uncommon,  but  on  reading 
over  again  the  very  interesting  debate  on  syphilis  published 
by  the  Pathological  Society  in  their  Transactions,  it  seems 
evident  that  cases  of  this  kind  were  unknown  at  any  rate  to 
most  of  the  physicians  who  took  part  in  it.  For  Sir  William 
Gall  remarks  of  the  fever  of  syphilis  that  ^'  it  is  a  fever  without 
pyrexia,^'  and  he  adds  a  remark  not  unlike  one  you.  Sir,  made 
at  our  last  meeting  that  "  the  febris  and  the  pyrexia  have  long 
been  dissociated  in  clinical  medicine.^'  Dr.  Moxon  observed 
that  "  syphilis  is  a  fever  diluted  with  time  so  as  to  be  cooled 
and  slowed.  If  you  could  foreshorten  it,"  he  says,  ''  as  in  the 
case  of  those  photographic  puzzles,  you  would  get  it  out  as  a 
fever." 

Mr.  Hutchinson,  however,  speaking  from  the  point  of  view 
of  the  syphilographer,  replies  to  Sir  William  Gull's  statement 
by  observing  that  ''  the  pyrexia  in  the  exanthem  stage  some- 
times runs  high.     I  have  known,"  he  adds,  ''  a  patient  almost 
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die  during  it."  And  in  the  case  I  have  related  we  had  our 
fears  at  one  time  whether  the  patient  would  recover,  seeing 
the  continued  nature  of  the  pyrexia  and  the  rapid  emaciation  ; 
that  was,  of  course  before  we  recognised  the  real  nature  of  the 
case. 

In  the  third  volume  of  this  Society's  Transactions  there  is 
a  report  by  a  committee  appointed,  apropos  of  a  paper  read 
before  this  Society  by  Dr.  Duffin,  to  inquire  into  the  subject 
of  temperature  in  syphilis,  but  in  their  report  there  is  no  case 
quoted  that  is  altogether  parallel  to  the  one  I  have  related. 
Moreover,  the  minds  of  that  committee  seem  possessed  with  an 
idea  that  these  cases  may  be  cases  of  "  syphilitic  rheumatism," 
and  they  suggest  that  "  the  intensity  of  the  fever  will  be  pro- 
portional to  the  extent  of  joint  or  periosteal  affection."  In 
this  case  there  was  no  affection  of  the  joints  or  periosteum, 
and  it  is  just  possible  that  cases  of  pyrexial  syphilis  may  have 
been  occasionally  mistaken  by  physicians  for  forms  of  acute 
rheumatism.  For  my  own  part  I  can  see  no  resemblance  in 
my  case  to  rheumatism.  The  diffused  pains  in  the  limbs  and 
trunk  are  more  or  less  common  to  all  feverish  states,  and  it 
would  be  as  justifiable  to  call  the  eruption  in  this  case  "  syphi- 
litic variola  "  as,  because  of  these  pains,  to  call  the  case  one 
of  "  syphilitic  rheumatism." 

In  the  exhaustive  article  on  syphilis  by  Dr.  Baumler  in 
Ziemssen's  Cyclopsedia,  it  is  stated  that  Hunter  had  remarked 
the  resemblance  of  the  syphilitic  fever  to  rheumatic  fever,  and 
later  on  to  hectic  fever,  but  in  this  case  the  resemblance  is 
to  hectic  fever,  and  the  fever  is  unusually  early. 

Griintz  has  shown  that  the  fever  most  frequently  precedes 
the  eruption  as  in  other  exanthemata  (I  am  quoting  from  the 
article  in  Ziemssen).  In  this  case,  if  we  assume  that  the 
patient  had  fever  from  the  time  he  took  to  his  bed,  then  the 
fever  must  have  preceded  any  appearance  of  eruption  by  nearly 
three  weeks  ! 

Giintz  further  statesthatthe  syphilitic  fever  commences  most 
commonly  between  fifty  and  sixty-five  days  from  the  time  of  in- 
fection ;  he  only  knew  of  one  instance  before  the  fortieth  day, 
and  it  may  be  deferred  to  the  ninetieth.  My  case  is  again  excep- 
tional in  this  particular,  for  the  date  of  exposure  to  infection  is 
accurately  fixed  at  September  5.  He  was  admitted  into  hos- 
pital October  19,  and  he  had  already  been  in  bed  ten  days. 

Giintz  goes  on  to  say  that  the  fever  may  consist  of  a  sudden 
marked  elevation  of  temperature  occurring  but  once ;  or  it 
may  continue  for  days,  when  the  temperature  may  reach  nearly 
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104°  F.  and  then  rapidly  fall  again  ;  and  it  generally  merges 
into  a  remittent  of  very  moderate  degree  which  may  last  for 
weeks. 

In  some  cases  it  presents  a  striking  resemblance  to  inter- 
mittent fever,  sometimes  it  resembles  typhoid,  sometimes 
measles,  sometimes  variola.  In  my  case  the  temperature  was 
from  the  onset  that  of  a  continued  fever  with  large  daily 
oscillations,  the  temperature  reaching  105°  on  two  occasions 
and  exceeding  104°  on  four  occasions ;  while  for  three  weeks 
the  average  evening  temperature  was  between  103°  and  104°  F. 

Giintz  estimates  that  fever  occurs  in  20  per  cent,  of  the 
cases  observed.  Fournier  says  it  is  more  common  in  women 
than  in  men. 

With  the  unusual  pyrexia  in  my  case  there  was  also  an 
unusual  form  of  eruption ;  an  eruption  which  I  observe  has 
been  likened  by  authors  to  varicella,  and  to  ^'poorly  developed 
variola  pustules  without  the  areola,"  and  by  some  it  has  been 
termed  "  pemphigus  syphiliticus." 

The  chief  peculiarities  of  this  case,  then,  seem  to  be — 

1.  The  great  and  continued  elevation  of  temperature  and  its 
great  daily  oscillations. 

2.  Its  early  appearance,  within  twenty-five  or  thirty  days 
of  exposure  to  infection. 

3.  The  absence  of  any  definite  relation  between  the  tem- 
perature and  the  eruption,  which  was  not  fully  developed  till 
three  or  four  weeks  after  the  onset  of  the  fever. 

4.  The  occurrence  of  profound  constitutional  affections 
without  any  noticeable  induration  about  the  local  sores. 

Another  interesting  aspect  of  this  case  is,  I  think,  to  be 
found  in  the  pathological  analogies  it  points  to  and  the  sugges- 
tions it  prompts.  Mr.  Hutchinson,  in  closing  the  debate  I  have 
already  referred  to,  says,  "  Syphilis  was  long  ago  named  by 
one  of  our  great  masters  '  the  key  to  all  pathology.'  "  And 
it  is  to  this  pathological  aspect  of  the  case  I  will  now  briefly 
allude. 

In  the  first  place  we  see  here  how  the  same  disease  may 
in  different  persons  be  manifested  by  very  widely  different 
phenomena,  obscuring  and  disguising  a  unity  of  cause  and 
nature  where  such  unity  undoubtedly  exists. 

"  We  have  made  a  great  gain,"  said  Sir  William  Gull 
in  the  debate  on  syphilis,  "since  we  have  determined  that 
there  is  one  syphilitic  poison  producing  a  variety  of  effects 
according  to  the  constitution.  One  person,  for  instance,  has 
a  roseola,  another  a  papular   rash,  another  a  pustular  rash. 
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We  have  made  a  great  advance  in  believing  that  variety  of 
effects  are  due  to  the  variety  of  people  affected,  and  not  to  the 
original  poison.  We  have  also  made  a  great  advance  in 
believing  that  what  was  called  primary,  second,  and  third 
stages  are  artificial  divisions,  rather  than  divisions  which  nature 
makes."  Sir  James  Paget  testifies  to  the  same  effect  :  ''  It 
seems  to  me  that  the  only  thing  to  which  we  can  fairly 
look  is  to  discern  the  differences  produced  in  the  one  disease 
by  the  variety  of  persons  in  ivhom  it  is  incurred,  the  variety 
of  soils,  if  I  may  so  speak,  in  which  it  has  to  develop  and 
grow." 

I  quote  these  eminent  authorities  to  support  me  in  an 
extension  of  the  argument  from  analogy  in  the  direction  of 
what  may  possibly  be  a  further  ''  great  gain  "  to  our  know- 
ledge. 

Those  who  find  a  difficulty  in  recognising  acute  tuberculosis, 
acute  and  sub-acute  phthisis,  and  ordinary  chronic  phthisis  as 
but  different  manifestations  of  the  same  disease,  must  surely 
see  a  pathological  analogy  in  a  case  like  this.  This  case 
assuredly  differed  as  much  from  an  ordinary  case  of  syphilis 
as  does  a  case  of  acute  tuberculosis  from  a  case  of  chronic 
phthisis.  Then,  again,  the  anatomical  changes  in  the  skin 
resulting  from  the  same  syphilitic  poison  differ  in  their  kind 
as  widely  as  the  anatomical  changes  found  in  the  various  forms 
of  tuberculosis  and  phthisis  differ  in  their  kind.  So  that  when 
a  consensus  of  experimental  investigations,  when  an  accumu- 
lation of  observations  and  tests  point  to  unity  of  cause,  where 
we  have  been  rather  disposed  to  dwell  on  diversity  of  effects, 
we  should,  bearing  in  mind  such  instances  as  the  one  before 
us,  welcome  such  observations  as  of  the  very  highest  value  and 
as  probably  bringing  us  nearer  some  great  truth. 

I  will  only  call  attention  to  one  other  analogy  and  sugges- 
tion. It  is  one  which  occurred  to  Mr.  Hutchinson  and  to  Dr. 
Broadbent  in  the  discussion  at  the  Pathological  Society. 

"If,"  says  Mr.  Hutchinson,  ''  mercury  can  kill  or  retard 
the  development  of  the  yeast  plant  of  syphilis  it  is  very 
probable  that  it  or  the  iodide,  or  some  similar  remedy,  may  do 
the  same  for  the  germ  of  typhus,  typhoid,  or  smallpox.  We 
must  not  assume  that  this  question  has  been  set  at  rest  by  any 
trials  which  have  as  yet  been  made ;  for  they  have  not,  I  think, 
been  carried  out  with  sufficient  care." 

When  we  see,  as  in  the  case  before  us,  an  acute  continued 
fever  arrested  in  a  few  days  and  a  patient  restored  from  appa- 
rently imminent  peril,  to  perfect  security  by  the  administration. 
VOL.  XVII.  8 
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of  specific  remedies,  it  is  surely  a  fair  argument  from  analogy 
that  for  other  similar  diseases  similar  remedies  exist. 

I  must  not  take  up  the  time  of  the  Society  by  pressing 
these  arguments  from  analogy  further,  but  I  trust  the  Society 
will  consider  the  case  I  have  here  placed  on  record  not  unworthy 
of  their  notice,  both  on  its  own  account,  and  for  the  sake  of  the 
analogies  to  which  it  points. 

P.S.  (July  4,  1884). — The  patient  to  whom  the  above 
communication  refers  was  again  admitted  into  hospital,  some 
three  months  later,  with  further  syphilitic  manifestations  and 
an  irregular  remitting  fever,  which  again  disappeared  under 
specific  treatment. 
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XXIY. — A  Case  of  Thrombosis  of  the  Inferior  Vena 
Cava.  By  C.  Mansell-Moullin.  Bead  Feb- 
ruary 22,  1884. 

WR.,  set.  35,  was  admitted  last  summer  into  tlie  London 
•     Hospital  for  swelling  and  ulceration  of  the  left  leg. 

He  was  a  moderately  stoutly  built  man,  very  sallow  com- 
plexion, but  not  otherwise  remarkable ;  had  been  in  the  army. 
Never  had  syphilis  or  any  other  serious  illness. 

Family  history  of  gout  well  marked. 

His  present  illness  commenced  a  year  and  nine  months 
before.  While  papering  a  staircase  he  fell  some  distance  on  to 
his  back,  so  that  his  loins  came  across  the  handrail,  at  the 
same  time  cutting  his  right  leg  severely. 

It  is  rather  difficult  to  gather  what  took  place  immediately 
after,  but  in  all  probability,  from  his  recollection  being  so 
imperfect,  he  was  seriously  ill.  It  is  at  any  rate  clear  that  he 
was  confined  to  bed  for  five  weeks ;  also  that  his  right  leg 
became  greatly  swollen  (though  the  veins  on  it  never  stood 
out)  and  continued  in  that  condition  for  upwards  of  three 
months.  While  still  in  bed,  within  three  weeks  of  his  accident 
he  noticed  that  the  veins  on  his  abdomen  had  become  prominent, 
and  from  that  day  they  have  gone  on  increasing  in  size. 

He  never  noticed  anything  wrong  with  his  urine,  either  as 
regards  colour  or  quantity,  and  he  has  never  suffered  from  piles. 

On  admission  there  were  great  clusters  of  tortuous  veins 
standing  out  like  bunches  of  grapes,  stretching  up  towards 
the  thorax  and  situated  mainly  at  three  points;  on  the  left 
side  in  Scarpa's  triangle  and  over  the  highest  point  of  the 
crest  of  the  ilium,  on  the  right  side  placed  much  further  back, 
about  four  inches  from  the  vertebral  column.  From  these 
places  great  twisted  veins  ran  up,  gradually  diminishing  in  size 
as  they  were  placed  in  communication  with  the  deeper  ones. 
The  right  epigastric  was  very  little  enlarged  in  comparison 
with  the  left,  which,  with  the  circumflex  ilise,  lumbar  and  long 
thoracic  veins,  seemed  to  convey  most  of  the  blood.  The  right 
leg  was  scarcely  oedematous  ;  the  left  was  six  inches  more  in 
circumference,  hard  and  brawny,  with  veins  standing  out  all 
over  it  and  severely  ulcerated. 

In  the  abdomen  there  was  an  ill-defined  tumour  lying  in  front 
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of  tlie  bodies  of  the  vertebrae,  especially  prominent  opposite 
the  umbilicus,  and  to  the  right  of  this  was  a  vessel  running 
downwards  and  pulsating  strongly,  but  not  with  the  pulsation 
of  an  aneurism. 

On  auscultation  a  loud  systolic  bruit  could  be  heard  in  the 
course  of  this  vessel,  while  in  the  big  cluster  of  veins  on  the 
left  side  was  a  continuous  very  loud  bruit  accompanied  by  a 
thrill. 

Both  the  femoral  arteries  could  be  felt. 

His  lungs  were  emphysematous ;  the  apex  beat  of  the  heart 
could  not  be  localised ;  there  was  a  mitral  regurgitant  murmur 
not  always  to  be  heard,  and  probably  some  dilatation  of  the 
aorta. 

There  was  no  albuminuria. 

Occasionally  he  suffered  from  severe  pains,  variable  in 
situation  but  following  pretty  closely  the  distribution  of  the 
lumbar  and  sacral  nerves  on  the  right  side. 

The  swelling  was  taken  to  be  the  inferior  vena  cava, 
occluded,  with  the  swollen  and  oedematous  tissues  round  it, 
and  the  artery  that  could  be  felt  pulsating  to  be  one  of  the 
large  intestinal  vessels  displaced  and  compressed. 

While  in  hospital  the  ulcers  healed  rapidly  and  the  swelling 
in  the  middle  line  of  the  abdomen  became  less  distinct,  though 
it  could  still  be  felt.  The  veins,  of  course,  while  he  was  in  bed 
diminished,  but  as  soon  as  he  stood  up  became  again  as  large  as 
ever,  and  his  left  leg  in  particular,  in  spite  of  an  elastic  bandage, 
became  so  heavy  that  he  could  scarcely  walk ;  his  right  leg 
was  nearly  normal. 

I  think  there  can  be  no  doubt  that  in  this  case  the  inferior 
vena  cava  has  been  completely  obliterated  from  a  point  imme- 
diately below  the  entrance  of  the  renal  veins,  and  that  the  left 
common  and  external  iliacs,  with  probably  the  femoral  vein, 
are  blocked  by  a  thrombus  extending  down  from  the  site  of 
occlusion,  for  in  no  other  way  is  it  possible  to  account  for  the 
extraordinary  difference  in  size  between  the  two  limbs;  and 
taking  this  view  of  the  case  there  are  two  points  of  interest  to 
which  it  may  be  worth  while  to  allude.  The  first  has  reference 
to  the  condition  of  the  right  leg,  which  was  not  even  oedematous, 
showing  that  even  when  the  inferior  cava  has  been  obliterated, 
if  the  other  veins  are  not  interfered  with,  a  collateral  circulation 
may  be  established  quite  sufficient  for  all  ordinary  purposes. 

The  other  has  reference  to  the  cause  of  the  occlusion,  the 
nature  of  which  must  be  doubtful.  Owing  to  the  extremely 
loud  bruit  and  the  continuous  thrill  in  the  large  cluster  of  veins 
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in  the  iliac  region  the  suggestion  of  a  communication  between 
a  vein  and  an  artery  was  made,  but  abandoned  owing  to  the 
complete  absence  of  pulsation.  Perhaps  it  is  not  fair  to  describe 
the  bruit  as  uniform^  as  well  as  continuous,  for  when  the  patient 
is  standing  upright  it  rises  and  falls  in  intensity  synchronously 
with  the  pulse;  but  that  would  scarcely  be  sufficient  to  form  a 
diagnosis  upon,  as  such  a  slight  effect  might  readily  be  com- 
municated from  a  neighbouring  artery  lying  by  the  side. 

The  occasional  neuralgic  pains  and  the  pulsation  in  the 
abdomen  with  a  systolic  bruit  audible  along  the  same  line, 
would  suggest  abdominal  aneurism  were  it  not  that  the  pulsa- 
tion is  distinctly  limited  to  one  line,  and  the  bruit  is  not 
prolonged  down  in  the  direction  of  the  iliac  vessels.  Moreover, 
the  history  is  scarcely  that  of  aneurism  in  the  abdomen,  and 
it  would  not  be  easy  on  this  hypothesis  to  find  an  explanation 
for  the  great  diminution  in  size  of  the  median  swelling  during 
confinement  to  bed. 

The  only  other  suggestion  that  I  can  offer  is  that  it  may 
be  a  case  of  primary  thrombosis,  but  it  is  impossible  to  say 
from  whence  the  thrombus  may  have  started.  That  the  veins 
were  noticed  to  enlarge  within  three  weeks  of  the  accident 
while  the  patient  was  still  lying  in  bed  would  tend  to  connect 
it  directly  with  the  fall,  but  I  must  admit  I  have  not  been  able 
to  find  a  record  of  any  case  in  which  a  sudden  violent  over- 
extension of  the  back  was  followed  by  such  a  result.  Robin 
has  related  one,  in  many  respects  similar,  especially  as  regards 
symptoms,  in  which  the  cause  was  a  movement  in  exactly  the 
opposite  direction — violent  exertion  (he  does  not  mention  of 
what  character)  while  stooping,  but  in  all  the  other  cases  of 
which  I  have  been  able  to  discover  records,  either  the  cause 
of  the  thrombosis  has  been  unknown,  or  it  has  been  the 
pressure  of  an  external  tumour. 
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XXV. — A  Case  of  Charcots  Joint-Disease  (Ataxic 
Arthropathy)  attacldng  the  Bight  Elbow  and  Foot. 
Bj  R.  Clement  Luoas,  B.S.      Bead  February  22, 

1884. 

GN.,  get.  39,  a  trotter-dresser,  was  admitted  into  Job  Ward, 
•  G-uy's  Hospital,  on  November  16,  1883.  His  father 
died  at  tbe  age  of  forty  from  tbe  effects  of  heavy  drinking 
and  consumption.  His  mother  is  still  living,  89t.  60,  but 
suffering  from  dropsy  and  asthma.  He  is  one  of  nine  children, 
seven  of  whom  are  living.  The  brother  born  before  the  patient 
(who  is  the  fourth)  was  a  cripple  from  paralysis  of  the  right 
side  from  birth,  l3ut  lived  to  be  forty.  All  the  others  are 
healthy.     There  is  no  history  in  the  family  of  fits  or  insanity. 

Nineteen  years  ago  the  patient,  when  in  the  militia, 
contracted  gonorrhoea,  and  there  is  a  mark  of  a  chancre  on 
the  dorsum  of  the  penis,  but  he  denies  ever  having  had  secon- 
daries, rash,  or  sorethroat.  He  married  shortly  after,  having 
deserted,  and  then  for  some  years  gained  a  living  by  hawking 
fancy  goods  about  the  country.  He  was  at  this  time  much 
exposed  to  wet  and  cold.  In  his  employment  as  a  trotter- 
dresser  which  he  has  followed  for  five  years,  he  is  continually 
standing  in  water  from  the  tubs.  His  wife  has  had  nine 
children,  four  of  whom  are  living  and  healthy.  The  eldest  is 
living  and  very  strong,  two  of  the  nine  were  twins  and  only 
survived  birth  a  few  days,  and  the  others  died  of  infantile 
complaints.  Patient  has  drunk  pretty  heavily,  usually  taking 
four  or  five  pints  of  beer  daily,  and  generally  getting  intoxi- 
cated once  or  twice  a  week  of  late  years.  He  denies  ever 
having  given  way  to  immoderate  sexual  intercourse,  nor  when 
his  symptoms  commenced  does  there  appear  to  have  been  any 
increased  desire  as  noticed  by  Trousseau. 

About  four  or  five  years  ago,  he  first  became  subject  to 
what  he  calls  "rheumatic  pains,"  which  seemed  to  be  associated 
with  changes  in  the  weather,  and  shot  through  him  all  over. 
Sometimes  these  were  in  his  knees  and  along  his  shin-bones, 
sometimes  in  the  backs  of  his  arms  shooting  down  to  the 
fingers.  He  has  never  had  any  girdle  pains,  nor  any  gastric 
crises,  except  such  as  could  be  directly  traced  to  drink.  For 
from  twelve  to  eighteen  months  he  has  had  occasional  numb- 


Mr.  Lucas's  Case  of  Oharcot's  Joint-Disease.         119 

ness  in  the  hands,  especially  the  right,  so  that  he  has  had 
difficulty  in  buttoning  his  collar;  for  about  nine  months  he  has 
had  giddiness  at  times,  when  starting  work  in  the  morning. 
For  a  somewhat  less  time,  perhaps,  six  or  seven  months,  he  has 
noticed  a  difficulty  (more  than  formerly)  of  walking  in  the  dark. 
In  daylight  he  has  noticed  no  decline  in  his  power  of  walking, 
and  has  not  suffered  from  numbness  in  the  feet.  About  eight 
or  nine  months  ago  he  had  double  vision  for  about  a  week,  and 
then  attended  at  St.  Bartholomew's  Hospital  till  it  passed  off. 

About  two  years  ago  his  right  elbow  became  enlarged,  but 
not  very  painful.  He  sought  advice  as  an  out-patient  and 
attended  two  months,  during  which  time  he  was  treated  with  a 
blue  ointment.  He  has  continued  to  work  with  it  ever  since. 
The  elbow  was  never  red  or  inflamed. 

Condition  on  admission. — He  is  a  fair,  slight  man,  5  feet 
6  inches  in  height,  and  weighing  about  9  stone.  His  right 
elbow-joint  presents  a  remarkable  deformity.  On  the  back  of 
the  ulna,  two  inches  from  the  tip  of  the  olecranon  process,  is  a 
rounded  projection  about  the  size  of  half  a  Tangierine  orange, 
two  inches  in  diameter,  bony  at  the  base,  but  somewhat  elastic 
over  the  centre  as  if  covered  with  a  bursa.  Between  the  head 
of  the  radius  and  the  olecranon  is  another  projection,  sharp, 
prominent,  and  bony,  apparently  growing  from  the  radius  ;  and 
another  prominence  continuous  with  this,  between  the  head  of 
the  radius  and  the  external  condyle.  These  latter  projections 
absolutely  prevent  all  pronation  and  supination,  so  that  it  is 
difficult  to  say  with  certainty  whether  they  are  attached  to 
the  radius  or  spring  from  the  sigmoid  cavity  of  the  ulna. 
There  is  another  smaller  projection  springing  from  the  inner 
side  of  the  olecranon  and  projecting  beneath  the  internal 
condyle.  In  front  of  the  joint,  just  internal  to  the  tendon  of 
the  biceps,  is  a  rounded  swelling,  an  inch  and  a  half  in 
diameter,  covered  by  muscles  and  possibly  by  a  bursa.  This 
outgrowth  springs  from  the  inner  margin  of  the  coronoid 
process  of  the  ulna,  and  has  the  brachial  artery  beating  on 
its  outer  edge.  Some  crackling  is  to  be  felt  during  movement 
of  the  joint  above  the  olecranon,  and  there  are  some  loose 
bodies  in  the  bursa  in  this  situation.  Flexion  of  the  joint  may 
be  carried  to  the  normal  limit,  but  extension  is  arrested  at  an 
angle  of  150°.  The  muscles  of  the  arms  and  forearms  are 
equal  in  size  on  the  two  sides.  Measurement  around  the 
extended  joint  between  the  node  and  the  olecranon  is  11| 
inches  as  compared  with  9  inches  around  the  corresponding 
part  of   the  left   arm;   round  the  extended  joint   over  the 


120  Mr.  Lucas's  Case  of  Charcot's  Joint-Disease. 

olecranon  11|,  as  compared  witli  9  inches  on  the  other  side. 
Measurement  from  the  internal  condyle  of  the  humerus  to  the 
styloid  process  of  the  ulna  on  the  two  sides  shows  shortening" 
of  a  quarter  of  an  inch  on  the  right  side.  There  is  no  pain, 
however  much  the  joint  is  moved  or  manipulated.  There  is 
thickening  of  the  metacarpal  bone  of  the  thumb  on  the  right 
side  attributed  to  old  fracture.  There  is  also  some  thickening 
of  the  lower  row  of  the  right  carpus  and  some  crepitation 
between  the  carpus  and  the  second  and  third  metacarpal  bones 
on  the  right  side.  This  also  is  attributed  to  injury,  and  causes 
no  pain. 

Two  months  ago  the  right  foot  commenced  to  swell  and  to 
get  red  and  painful.  The  swelling  extends  from  the  malleoli 
to  the  bases  of  the  metatarsal  bones,  and  occupies  the  dorsum 
and  the  sides  of  the  tarsus.  The  swelling  is  neither  oedematous 
nor  tender;  but  he  suffers  from  an  aching  pain  beneath  the 
head  of  the  astragalus,  and  pain  on  walking.  The  ankle-joint 
is  free.  The  swelling  is  less  than  it  was  some  weeks  ago,  when 
he  was  confined  to  bed  for  three  or  four  days.  The  instep 
measures  one  inch  larger  on  this  side  than  on  the  left. 

The  signs  of  locomotor  ataxy  are  as  follows  :  the  walking 
with  the  eyes  open,  though  not  noticed  by  the  patient  to  be 
defective,  is,  nevertheless,  scarcely  perfect,  for  he  walks  too 
much  on  his  heels ;  but  from  the  painful  conditions  of  his  foot, 
observations  on  walking  are  open  to  fallacy.  He  is  able  to 
turn  round  quickly.  Standing  with  feet  together  and  eyes 
closed,  he  is  decidedly  unsteady ;  but  he  is  unconscious  of  any 
numbness  in  his  feet.  When  his  eyes  are  closed  and  he  is  told 
to  touch  his  nose  with  his  finger,  he  often  misses  the  point  and 
touches  the  side  or  upper  lip.  It  has  before  been  mentioned  that 
he  has  found  a  difficulty  in  buttoning  his  shirt  collar  and  in 
walking  in  the  dark.  Sexual  desire  has  declined  of  late,  but 
he  has  perfect  control  over  his  bladder.  His  pupils  are  not 
contracted,  but  the  left  pupil  is  larger  than  the  right.  The 
pupils  do  not  act  to  light ;  but  the  right  one  acts  distinctly  in 
convergence  and  the  left  one  imperfectly. 

The  patellar  reflexes  are  entirely  absent,  no  response 
whatever  following  a  sharp  knock  upon  the  ligamentum 
patellae  when  his  legs  are  hanging  loosely  from  a  chair.  It 
was  by  this  test  I  first  detected  the  disease.  There  is  no  ankle 
clonus.  As  regards  loss  of  sensibility,  this  was  very  carefully 
tested  with  compasses  by  Mr.  Rowel,  the  ward  clerk.  In  the 
feet  scarcely  any  appreciable  lowering  of  sensibility  could  be 
detected.     On  the  hands  there  is  slight  delay  in  appreciating 
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touch,  and  on  tlie  forefinger  of  each  hand,  the  distance  at 
which  he  is  able  to  detect  two  points  is  increased  somewhat 
beyond  normal. 

He  remained  in  the  hospital  some  weeks  and  gained 
considerable  benefit  from  rest  and  carefully  applied  pressure  to 
the  foot. 

Bemarhs. — Few  cases  of  Charcot's  joint-disease  have  as  yet 
been  published  in  this  country,  and  not  sufiicient,  probably,  to 
make  us  acquainted  with  all  the  different  phases  of  the  disorder. 
Although  I  have  been  for  some  years  on  the  look  out  for  cases 
and  have  had  the  opportunity  of  seeing  several  under  physicians 
in  advanced  stages  of  ataxia,  this  is  the  first  case  which  has 
presented  itself  among  my  out-patients  as  a  surgical  joint- 
affection.  It  has  been  publicly  stated  by  a  leading  specialist 
in  nervous  diseases,  that  the  surgeons  of  the  metropolis  failed 
to  recognise  the  disease ;  and  that  instances  of  this  form  of 
joint-disease  had  been  used  by  examiners  in  surgery  to  test  the 
candidates'  knowledge  of  chronic  rheumatic  arthritis. 

Whether  failure  to  recognise  the  disease  accounts  for  the 
few  cases  published  I  will  leave  for  others  to  decide,  but  I  am 
inclined  myself  to  think  the  disease  a  rare  one,  dependent 
probably  upon  some  special  centre  being  attacked  in  the  course 
of  the  tabetic  disorder. 

The  interest  of  this  case  rests  upon  the  fact  that  the  man 
himself  was  quite  unconscious  of  any  incoordination  in  walking, 
and  sought  advice  solely  on  account  of  the  condition  of  his 
foot,  which  was  red  and  swollen.  One's  first  impression  was 
in  favour  of  gout,  but  there  was  an  absence  of  heat,  pain,  and 
tension  such  as  accompanies  a  gouty  attack;  and  the  great 
toe  was  not  and  had  not  been  affected.  Looking  for  other 
signs,  he  showed  me  his  elbow,  which  at  once  struck  one  as 
something  out  of  the  common,  especially  its  painlessness  and 
great  deformity.  I  then  questioned  him  as  to  electric  pains, 
which  he  denied ;  and  I  also  examined  his  pupils,  which, 
though  unequal,  were  not  contracted.  Being  thus  misled  I 
left  the  diagnosis  doubtful  till  I  saw  him  a  second  time.  I  then 
tested  his  knee-jerks  and  found  the  patellar  reflexes  entirely 
absent.  Other  signs  were  afterwards  elicited.  He  admitted 
"  rheumatic  pains  shooting  through  him  "  for  four  or  five  years. 
His  pupils  did  not  act  to  light.  He  staggered  with  his  eyes 
shut,  &c. 

It  will  be  noticed  that  he  denies  any  knowledge  of  girdle 
pains  or  of  gastric  crises.  I  made  special  note  of  this  latter 
symptom,  since  Dr.  Buzzard  has  shown  that  50  per  cent,  of 
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the  cases  in  which  ataxy  is  associated  with  joint-disease,  suffer 
from  these  gastric  attacks.  He  has  also  put  forward  a  theory 
in  explanation  of  the  association,  viz.,  that  the  medulla  is  in 
these  cases  attacked  and  the  pneumogastric  centre  irritated. 
In  my  case,  there  have  been  no  gastric  crises.  If  we,  therefore, 
accept  this  theory  concerning  the  medulla  we  must  suppose 
that  the  pneumogastric  has  so  far  escaped. 
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XXYI. — Dislocation  of  one  of  the  Semilunar  Fibro- 
Cartilages  of  the  Knee- Joint.  By  E.  Noble  Smith. 
Bead  February  22,  1884. 

"ISS  S.,  aged  42,  first  injured  her  knee  during  an  excursion 
from  Chamouni  to  Le  Jardin  in  July,  1867,  when  a  large 
stone  upon  which  she  stepped  turned  over,  causing  her  to  fall. 
There  was  great  pain  in  the  left  knee  and  she  had  to  be  carried 
down  the  glacier  back  to  Chamouni.  Durmg  the  return  jour- 
ney her  carriers  slipped  and  she  was  upset,  the  knee  being 
again  violently  twisted,  so  that  she  imagined  that  the  injury 
would  be  seriously  increased,  but  to  her  great  surprise  and 
pleasure  the  intense  pain  was  at  once  very  much  relieved. 
This  account  seems  to  indicate  the  nature  of  the  injury,  as  it 
is  not  very  likely  that  any  other  condition  than  a  subluxation 
could  be  so  suddenly  relieved  by  a  second  accident. 

From  the  experience  I  have  had  of  other  cases  I  am  inclined 
to  think  that  the  second  accident  partly  reduced  the  displace- 
ment of  the  fibro-cartilage  which  had  occurred  at  the  time  of 
the  first  fall.  The  patient  was  unable  to  move  for  many  months. 
Rest,  as  complete  as  possible,  and  the  application  of  a  great 
variety  of  local  remedies  were  employed  with  very  little  eifect, 
and  it  was  not  until  the  following  April,  nine  months  after  the 
injury,  that  the  patient  began  to  walk  about  again. 

The  subsequent  history  was  that  of  repeated  injury  from 
trivial  causes  and  a  continual  state  of  weakness  of  the  joint 
with  discomfort  or  pain  during  movement.  The  same  kind 
of  treatment  was  always  prescribed,  and  in  the  course  of  weeks 
or  months  after  each  accident  the  patient  would  gradually 
recover  sufficiently  to  be  able  to  get  about  again,  but  always 
with  difficulty  and  in  danger. 

In  1878,  eleven  years  after  the  first  accident,  the  joint 
seems  to  have  been  very  violently  moved,  flexed,  and  extended. 
She  felt  some  alteration  take  place  in  the  joint,  and  it  felt  for  a 
time  comparatively  well. 

Subsequently,  after  a  slight  accident,  the  cartilage  again 
slipped  out  of  its  place  and  surgical  advice  was  again  sought. 
The  treatment  to  which  this  patient  was  subjected  consisted  in 
emollient  local  applications  and  rest  of  the  joint  as  complete  as 
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possible.     This  treatment  was  continued  for  several  months, 
but  the  knee  did  not  improve. 

This  lady  came  to  me  Nov.  11,  1882,  and  hobbled  into 
the  room  with  much  difficulty.  She  was  wearing  a  stiff  leather 
knee-cap  which  was  laced  up  the  side,  and  which  prevented 
almost  all  movement  of  the  joint.  The  knee  was  slightly  flexed 
and  could  not  be  moved  without  pain  being  caused.  I  could 
feel  the  internal  semilunar  cartilage  of  the  left  knee  projecting 
beyond  the  upper  border  of  the  tibia.  Upon  pressing  upon 
this  part  with  the  thumb  of  one  hand  while  I  flexed  and 
extended  the  leg  with  the  other  hand,  the  cartilage  slipped 
back  into  its  place,  and  the  patient  then  walked  round  the  room 
perfectly  naturally  and  she  stated  that  the  knee  felt  quite  well, 
a  relief  which  she  had  only  once  experienced  since  the  occur- 
rence of  her  first  accident  more  than  fifteen  years  before. 

I  strapped  a  pad  over  the  place  where  the  cartilage  had 
protruded,  and  prescribed  a  stimulating  liniment.  In  a  few 
days,  as  I  had  expected,  there  was  a  slight  relapse ;  this  was 
soon  relieved  by  a  repetition  of  the  passive  movements  and 
pressure  upon  the  protrusion.  For  a  few  weeks  this  tendency 
to  relapse  continued,  but  by  perseverance  with  the  treatment 
the  joint  was  gradually  worked  into  a  natural  condition.  I 
further  had  an  apparatus  made  which  allowed  flexion  and 
extension  of  the  leg  but  prevented  lateral  motion  and  twisting ; 
it  also  enabled  me  to  apply  pressure  over  the  place  at  which 
the  cartilage  was  inclined  to  protrude.  Walking  exercise  was 
recommended. 

I  have  heard  from  this  lady  from  time  to  time  up  to  the 
present,  and  the  knee  has  remained  quite  well.  I  published 
four  other  cases  in  the  Medical  Press  and  Circular  for  April 
26,  1882,  and  I  had  a  case  more  recently  in  an  elderly  man, 
which  was  easily  reduced,  and  which  has  remained  well. 

It  is  hardly  necessary  for  me  to  remark  that  one  must  be 
very  careful  in  forming  a  diagnosis  of  cases  of  injury  to  the 
knee-joint  before  proceeding  to  use  the  necessary  passive 
movement,  but  when  we  are  certain  that  the  nature  of  the 
injury  is  that  of  dislocation  of  one  of  the  semilunar  cartilages, 
the  result  of  the  treatment  devised  by  Mr.  Hey,  of  Leeds,  is 
remarkably  effective  and  highly  satisfactory. 

It  is  probable  that  somewhat  similar  symptoms  may  b© 
produced  by  subluxation  of  the  leg  itself,  as  suggested  by  Mr. 
Knott,  but  such  a  condition  ought  not  to  be  very  difficult  to 
distinguish.  The  symptoms  of  a  loose  cartilage  in  the  joint 
may  also  be  mistaken  for  those  of  displaced  semilunar  body. 
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The  pain,  however,  in  the  case  of  a  loose  cartilage  is  more 
vacillating,  as  its  cause  is  more  likely  to  shift  its  place. 

As  to  the  nature  of  the  accident  Hey  was  uncertain.  Subse- 
quent writers  have  described  it  as  displacement  forwards  of 
one  of  the  fibro-cartilages  by  the  femur  during  a  sudden  move- 
ment or  twist  of  the  leg. 

Hamilton  describes  five  varieties  of  this  condition  which  he 
imagines  might  occur.  Bonnet,  of  Lyons,  experimented  upon 
a  dead  body.  By  flexing  a  leg  and  giving  it  a  sudden  twist  he 
produced  a  displacement  of  the  inner  cartilage.  It  was 
produced  "  by  the  passage  of  the  inner  condyle  of  the  femur 
behind  the  semilunar  cartilage,  which  was  accordingly  pushed 
forwards  on  the  internal  glenoid  cavity  of  the  tibia,  but  without 
any  laceration  of  the  internal  lateral  or  capsular  ligament  of 
the  joint.  On  the  outer  side  the  condyle  had  undergone  no 
considerable  displacement ;  it  was  carried  a  little  forwards 
from  its  normal  position,  but  still  lay  in  the  glenoid  cavity 
formed  by  the  external  semilunar  cartilage.  On  extension  of 
the  limb  with  a  little  effort  this  peculiar  luxation  was  at  once 
reduced.  The  experiment  was  frequently  repeated  with  a 
similar  result."  I  quote  from  a  paper  read  by  Mr.  J.  F.  Knott, 
of  Dublin,  before  the  University  Biological  Association  in  May, 
1882.  Mr.  Knott  considers  that  the  injury  consists  in  a  partial 
dislocation  of  the  tibia  and  with  it  the  fibro-cartilages  upon 
the  femur.  He  writes  with  authority,  for  he  has  studied  his 
own  case,  he  being  a  frequent  sufferer  from  what  he  considers 
to  be  the  so-called  Hey's  internal  derangement  of  the  knee- 
joint.  He  is  probably  correct  as  far  as  his  own  case  is  con- 
cerned, and  perhaps  with  regard  to  some  other  cases,  but  those 
that  I  have  seen  I  believe  to  be  displacement  forwards  of  the 
internal  semilunar  fibro-cartilage. 
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XXYII. — Multiple  Abscesses  of  the  Liver,  not  Pycemic,  in 
a  Boy  of  Eleven  Years  of  Age,  Treated  by  Lncision ; 
with  Recovery.  By  Samuel  West,  M.D.  Bead 
March  14,  1884. 

WM.  M.^  a  fairly  well-developed  lad,  set.  11,  a  Jew,  wlio 
had  never  lived  out  of  London,  was  admitted  into  tlie 
Chest  Hospital,  Victoria  Park,  with  the  following  history  : 

He  had  never  had  any  serious  illness,  and  had  been  well 
until  January  21,  when  he  was  attacked  during  the  night  by 
a  severe  rigor  and  with  pain  in  the  right  hypochondrium. 
Two  days  later  he  was  taken  to  a  dispensary ;  but  nothing  was 
done  until  his  admission  into  this  hospital  four  weeks  later,  on 
February  20.  During  this  period  the  pain  had  continued.  He 
had  rapidly  lost  flesh  and  strength  and  had  from  time  to  time 
suffered  from  sleep  sweating. 

On  admission  he  looked  extremely  ill.  The  temperature 
was  103°,  and  his  tongue  foul.  The  right  hypochondrium  was 
considerably  bulged  and  painful  to  the  touch.  This  bulging  was 
due  to  a  globular  tumour  seated  in  the  right  lobe  of  the  liver, 
elastic  and  tense,  and  with  evident  fluctuation  just  below  the 
ribs,  a  little  within  the  nipple  line.  The  upper  border  of  the 
liver  dulness  was  increased  upwards  in  the  front  and  in  the 
axilla,  and  in  the  nipple  line  it  reached  to  the  upper  border 
of  the  third  rib ;  the  lower  margin  could  be  felt  on  the  right 
side  nearly  at  the  level  of  the  umbilicus.  The  case  was  clearly 
one  of  hepatic  abscess.     Jaundice  was  absent  throughout. 

On  Feb.  23,  an  injecting  syringe  was  inserted  in  the  nipple 
line  one  inch  below  the  ribs,  and  pus  was  found.  Chloroform 
was  then  administered,  and  a  fine  aspirator  needle.  No.  1, 
inserted  at  that  spot.  It  passed  into  a  large  cavity  to  a  depth 
of  rather  more  than  three  inches.  Pus,  thick  and  greenish  in 
colour,  flowed  freely  to  the  amount  of  thirteen  ounces,  and  the 
cavity  became  much  smaller. 

The  puncture  was  covered  with  collodion  and  lint,  a  little 
pressure  applied  with  a  bandage,  and  some  opium  given  by  the 
mouth. 

Four  days  later  (Feb.  27)  the  abscess  was  as  large  as  before 
the  aspiration,  but  there  was  less  pain  and  no  indication  of 
peritonitis. 
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Chloroform  was  again  administered  and  a  puncture  made 
with  a  No.  2  needle  half  an  inch  outside  the  last  puncture ;  seven 
and  a  half  ounces  of  turbid  purulent  fluid  were  obtained.  The 
prominence  did  not  entirely  disappear,  and  another  fluctuating 
swelling  was  felt  nearer  the  middle  line.  This  was  also 
explored  and  then  tapped,  with  the  removal  of  about  one  ounce 
of  blood-stained  pus.  The  different  nature  of  the  fluid  obtained 
proved  that  the  two  cavities  were  not  in  communication. 

On  March  6  the  tumour  was  again  large.  Two  prominences 
were  now  evident,  corresponding  with  the  seats  of  the  two 
punctures.  The  left  was  the  larger,  and  on  tapping  yielded  six 
ounces  of  blood-stained,  thick,  curdy  pus.  The  trocar  was  now 
driven  on  in  the  direction  of  the  second  abscess,  and  on  reaching 
that  was  forced  out  again  through  the  skin,  and  the  parts 
between  the  entrance  and  exit  of  the  trocar  divided  with  the 
knife.  A  little  bleeding  occurred,  and  a  few  shreds  of  flaky 
membrane,  not  hydatid,  but  like  the  lining  of  an  ordinary 
abscess,  escaped.  The  wound  was  plugged  and  a  little  pressure 
applied  until  the  bleeding  stopped,  when  the  whole  region  was 
poulticed. 

A  free  discharge  occurred  during  the  next  few  days,  and  on 
March  9  a  soft  gutta  percha  tracheotomy  tube  was  inserted 
into  the  opening. 

By  March  13  the  discharge  had  fallen  to  only  an  ounce  or 
so  in  the  twenty-four  hours.  There  was  no  pain,  and  the 
patient  had  greatly  improved.  All  this  time,  however,  the 
lower  edge  of  the  liver  had  not  returned  towards  its  normal 
position  nor  had  the  temperature  returned  to  normal.  And 
a  few  days  later  the  discharge  increased  in  quantity  as  if 
a  deeper  abscess  had  suddenly  made  its  way  into  the  old 
one.  This  had  been  preceded  two  days  before  by  profuse 
vomiting  and  a  fresh  rise  of  temperature,  and  was  followed 
by  considerable  improvement. 

On  April  9  the  patient  complained  again  of  more  pain  and 
the  side  seemed  fuller,  and  on  April  13  a  trocar  was  passed 
into  the  most  prominent  part  of  the  swelling,  about  one  and  a 
half  inches  to  the  outer  side  of  the  old  incision.  Pus  was 
obtained,  and  on  withdrawing  the  trocar  seropurulent  fluid 
escaped  in  a  fine  jet  from  the  puncture.  A  free  incision  was  then 
made  under  chloroform  and  a  large  quantity  of  flaky  pus 
evacuated. 

For  the  next  four  days  the  discharge  was  profuse,  and  the 
dressings  had  to  be  constantly  changed. 

On  April  17  the  swelling  had  greatly  subsided,  and  the 
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lower  edge  of  the  liver  at  last  had  risen  considerably.  The  per- 
cussion was  resonant  over  the  region  of  the  swelling,  due  to 
air  having  entered  the  abscess  cavity. 

The  cavity  rapidly  contracted  and  the  discharge  diminished. 
From  this  time  convalescence  commenced  and  was  uninter- 
rupted except  by  the  formation  of  a  diffuse  abscess  behind 
the  abdominal  walls,  due  to  the  leaking  of  pus  from  the  wound. 
This  had  to  be  opened  and  washed  out,  and  then  healed. 

All  the  cavities  were  treated  ia  the  same  way  by  washing 
out  with  a  1  per  cent,  carbolic  acid  solution,  and  the  side 
poulticed  and  covered  with  picked  oakum. 

Each  operation  was  attended  by  great  relief  to  the  patient, 
and  by  a  reduction  of  temperature. 

In  about  fourteen  days'  time  the  tubes  were  removed  and 
the  wounds  allowed  to  heal. 

The  patient  rapidly  gained  strength  and  grew  fat,  and  on 
leaving  the  hospital  was  nearly  half  as  heavy  again  as  on 
admission.  The  wounds  were  perfectly  healed,  and  there  was 
no  pain  or  discomfort,  even  on  rough  handling,  of  the  hepatic 
region.  The  liver  had  returned  to  its  normal  limits  and  the 
patient  appeared  in  the  best  of  health.  He  has  been  seen 
lately  about  twelve  nionths  since  his  discharge  and  appears  in 
excellent  condition. 

Abscess  of  the  liver  at  so  early  an  age  is  very  unusual.  No 
cause  for  the  affection  could  be  traced.  The  lad  had  never  been 
out  of  London,  had  been  in  perfect  health  till  this  illness,  and 
had  received  no  injury.  The  pus  removed  gave  no  evidence  of 
hydatids,  and  indeed  the  fact  that  the  abscess  was  multiple 
would  seem  in  all  probability  to  negative  this  explanation,  while 
the  patient's  recovery  is  completely  opposed  to  a  pysemic  origin. 
I  am  at  a  loss  therefore  for  an  explanation. 
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XXYIII. — On  a  Case  of  (Esophagotoyny,  for  the 
Removal  of  Foreign  Body  from  the  Gullet.  By 
H.  T.  BuTLiN.     Bead  March  14,  1884. 

ABOUT  6  A.  M.  on  the  morning  of  the  24th  of  November,  I 
was  called  up  to  see  a  gentleman,  who  was  brought  to  my 
house  by  his  medical  man.  Dr.  Gibbes,  of  Surbiton.  The 
patient  had  gone  to  bed  as  usual  on  the  previous  night,  wearing, 
as  was  his  habit,  his  artificial  teeth.  About  2.30  a.  m.  he  woke 
up  finding  that  he  had  swallowed  his  plate  of  teeth.  His  wife 
put  her  finger  as  far  down  his  throat  as  possible,  but  could  not 
feel  them.  He  was  at  that  moment  seized  with  a  violent  spasm 
of  the  larynx,  in  which  he  seems  nearly  to  have  died.  He  then 
went  to  the  house  of  Dr.  Trouncer,  the  partner  of  Dr.  Gibbes, 
where  he  was  again  seized  with  dangerous  spasm  of  the  glottis, 
which  threatened  his  life.  Dr.  Gibbes  saw  him  with  his  part- 
ner and  it  was  determined  that  he  should  be  taken  up  to  town. 
Dr.  Gibbes  accompanied  him,  fearing  it  might  be  necessary  to 
perform  tracheotomy  on  the  journey,  and  provided  himself  with 
instruments  for  the  purpose;  but  there  was  not  any  serious 
return  of  the  spasm. 

When  I  first  saw  him,  he  breathed  without  much  difficulty, 
but  was  now  and  then  noisy  in  his  respiration.  He  spoke  with 
evident  effort  and  in  a  low  voice.  He  complained  of  pain  in 
the  lower  part  of  the  neck,  where  he  thought  the  teeth  were 
fixed.  Laryngoscopic  examination  was  attempted  without 
success ;  even  had  the  plate  been  within  view  it  would  have 
been  impossible  to  see  it  with  the  mirror  on  account  of  the 
distress  which  the  examination  produced,  and  the  liability  to 
dangerous  spasm. 

Chloroform  was  administered  by  Dr.  Gibbes,  and  the  throat 
was  examined  as  far  back  as  possible  with  the  finger,  but  with- 
out feeling  anything  abnormal.  A  bougie  was  then  passed 
until  it  was  arrested  about  seven  to  eight  inches  from  the  teeth. 
Forceps  of  different  kinds  were  introduced  as  far  down  as  this 
obstruction,  and  many  attempts  were  made  to  grasp  the  foreign 
body  and  draw  it  out,  but  although  it  was  apparently  seized 
several  times  it  could  not  be  moved.  After  the  attempts  had 
been  continued  for  about  half  an  hour,  we  determined  to  take 
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the  patient  to  St.  Bartholomew's  Hospital,  where  he  could  be 
watched  by  the  house  surgeon,  and  tracheotomy  could  be 
performed  at  any  moment,  if  necessary.  I  took  him  down 
myself,  and  placed  him  in  the  ward. 

He  then  tried,  for  the  first  time,  to  swallow  a  little  liquid, 
but  was  forced  instantly  to  eject  it. 

At  3  P.M.  he  was  again  placed  under  the  influence  of 
chloroform,  and,  in  the  presence  of  several  of  my  colleagues,  I 
made  another  examination  and  attempt  to  remove  the  plate. 
With  an  ivory  olivary  probang  we  distinctly  felt  not  only  an 
obstruction,  but  a  metallic  obstruction  at  the  same  distance 
from  the  teeth  as  before.  Forceps,  probangs,  coin-catchers, 
expanding  horsehair  instruments  were  all  used,  but  without 
avail.  The  plate  could  not  be  moved  in  the  least  degree  from 
the  place  where  it  was  fixed.  The  plate  could  not  be  felt 
through  the  patient's  neck,  which  was  short  and  thick. 

After  various  manoeuvres  had  been  practised  during  half 
or  three  quarters  of  an  hour,  oesophagotomy  was  performed  on 
the  left  side  of  the  neck.  The  cricoid  cartilage  was  made  the 
centre  of  the  incision,  which  was  at  first  made  three,  then  four 
inches  long.  The  omo-hyoid  muscle  was  so  much  in  the  way 
that  it  was  divided  close  to  the  hyoid  bone.  When  the 
oesophagus  was  exposed,  the  plate  could  easily  be  felt  by  pass- 
ing the  finger  behind  the  larynx,  projecting  as  a  hard,  sharp 
body  across  the  tube.  A  very  small  longitudinal  incision 
served  to  free  its  extremity,  and  with  a  little  manipulation  it 
was  drawn  out. 

It  was  a  gold  plate,  thin  and  sharp,  about  one  inch  and  a 
half  long  by  three  quarters  of  an  inch  wide,  bearing-  one 
central  and  two  lateral  incisors  with  an  interval  for  the  other 
central  incisor,  and  provided  with  two  gold  pins  behind  the 
teeth, — a  most  formidable  object. 

The  bleeding  during  the  operation  was  very  slight  and  was 
easily  controlled.  The  only  diflSculty  was  that  due  to  the 
presence  of  the  omo-hyoid  muscle. 

The  wound  was  thoroughly  washed  with  carbolic  lotion, 
and,  a  drainage-tube  having  been  inserted  almost  down  to  the 
opening  in  the  oesophagus,  was  left  open  to  heal  by  granula- 
tions ;  it  was  covered  with  a  dressing  of  carbolic  oil. 

The  patient  was  ordered  to  be  fed  with  one  of  Slinger's 
suppositories  every  three  hours,  and  to  have  nothing  by  the 
mouth  but  ice  to  suck.  That  night  he  was  injected  with  one- 
sixth  of  a  grain  of  morphia. 

In    order    to   relieve    the    laryngeal    irritation,    a    moist 
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atmospliere  was  maintained  around  his  bed  by  means  of  a  steam 
kettle. 

He  passed  a  fair  night,  and  on  the  following  morning  was 
comfortable  and  as  well  as  could  be  expected,  having  much 
less  discomfort  of  the  throat  than  had  been  anticipated.  The 
wound  was  dressed ;  with  the  exception  of  one  or  two  small 
superficial  sloughs,  it  looked  well.  The  same  diet  and  arrange- 
ments were  ordered  as  on  the  previous  day. 

On  the  26th  he  complained  of  feeling  rather  languid,  and 
his  pulse  was  144,  but  otherwise  his  general  condition  left 
nothing  to  be  desired.  The  wound,  however,  was  very 
offensive.  The  tube  was  taken  out  and  cleaned,  and  the  dress- 
ing was  altered  to  Sanitas,  which  was  ordered  to  be  changed 
every  four  hours. 

A  glass  of  warm  milk  was  given  him  by  the  mouth,  the 
first  drink  he  had  taken  since  his  admission  into  the  hospital ; 
about  one  third  came  up  through  the  wound,  but  as  he  swallowed 
most  of  it  and  was  very  pleased  to  do  so,  and  as  that  which 
came  up  through  the  wound  drained  away  the  offensive 
discharge,  he  was  ordered  to  continue  to  take  it. 

At  night  he  was  evidently  much  worse ;  his  pulse  was  still 
144,  his  temperature  was  103*6°,  his  respirations  were  25  to  30. 
He  was  restless  and  uncomfortable,  but  the  wound  was  now 
comparatively  clean  and  wholesome.  Brandy  was  ordered  to  be 
given  with  the  milk,  and  the  nutrient  suppositories  were  changed 
for  enemata  containing  essence  of  beef  and  brandy  with  a  little 
pancreatine.  An  injection  of  morphia  was  administered  as  on 
the  previous  night. 

He  slept  fairly  during  the  night,  but  was  no  better  the  next 
morning  (Nov.  27),  although  his  temperature  had  fallen  to 
101'2°.  His  respirations,  too,  were  slower  than  on  the  previous 
evening,  numbering  only  about  20.  But  his  pulse  was  144  to 
156,  weaker  and  more  running  than  before,  and  his  expression 
was  pinched,  and  the  face  a  little  dusky.  For  the  rest,  he 
could  breathe  well  and  swallow  well,  although  a  considerable 
portion  of  what  he  took  came  up  through  the  wound.  There 
was  little  action  about  the  latter,  which  produced  a  slightly 
offensive  discharge,  but  there  was  not  any  sign  of  deep-seated 
inflammation  or  of  pent-up  pus.  The  neck  was  neither  red, 
swollen,  nor  tender.  The  treatment,  which  had  been  most 
zealously  carried  out  by  the  house  surgeon,  Mr.  Paget,  and 
the  Sister  of  the  ward,  was  not  materially  altered. 

During  the  day  the  pulse  became  more  weak  and  running, 
and  at  night  the  patient  was  in  a  condition  of  typical  septic 
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"  intoxication/'  looking  and  talking  like  a  drunken  man,  some- 
times quiet  in  bed,  sometimes  striving  to  get  out  and  go  about 
bis  business. 

Through  the  night  he  quickly  sank,  and  died  early  on  the 
morning  of  the  28th,  about  forty  hours  after  the  first  symptom 
of  poisoning  had  been  observed. 

He  was  a  wine  merchant,  set.  45,  and  was  said  to  have  been 
abstemious  in  his  habits,  but  it  afterwards  appeared  that,  though 
he  had  never  drunk  to  excess,  he  had  frequently  taken  small 
quantities  in  the  way  of  business. 

Bemarhs. — It  would,  of  course,  have  been  much  more  agree- 
able to  me  to  bring  this  case  before  the  Society  as  a  successful 
case,  but  the  unfortunate  accident  by  which  the  life  of  the 
patient  was  terminated  does  not  render  it  less  interesting  or 
less  instructive  in  certain  other  respects.  I  believe  this  is  the 
only  instance  during  the  last  twenty  years  in  which  cesopha- 
gotomy  has  been  performed  at  my  hospital  for  the  removal  of  a 
foreign  body.  Yet  several  cases  have  come  under  my  obser- 
vation during  the  last  twelve  or  fifteen  years  of  foreign  bodies 
impacted  in  the  oesophagus,  and  two  of  them  proved  fatal. 

The  points  in  this  case  to  which  I  would  shortly  draw 
attention  are  the  following  : 

1.  The  result  of  sounding. 

2.  The  difficulty  of  seizing  the  plate. 

3.  The  reason  why  emetics  were  not  employed. 

4.  The  necessity  for  cesophagotomy,  and  the  period  at  which 
it  was  performed. 

6.  The  management  of  the  wound. 

6.  The  period  at  which  swallowing  was  permitted. 

1.  The  general  result  of  the  soundings  shows  how  very 
difficult  it  may  be  to  detect  the  nature  of  a  body  impacted  in 
the  oesophagus.  Only  once  in  many  soundings  with  various 
instruments  was  the  sensation  of  a  metallic  body  communicated 
to  the  sound,  and  that  was  so  slight  that  one  of  my  colleagues 
could  not  be  sure  of  it.  In  the  case  before  us,  the  mere  sense 
of  obstruction  was  sufficient  for  the  diagnosis,  as  there  was  no 
question  regarding  the  nature  of  the  body ;  but  in  a  case  in 
which  the  nature  of  the  body  was  uncertain,  or  in  which  there 
was  a  question  between  foreign  body  and  disease,  this  result  of 
sounding  would  have  been  most  important.  The  gum-elastic 
bougies  were  not  even  scratched. 

2.  The  difficulty  of  passing  anything  beyond  the  plate  may 
perhaps  account  for  the  absence  of  marks  on  the  bougies  and 
also  for  the  difficulty  of  grasping  the  plate.     I  believe,  however, 
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it  was  seized  more  than  once  with  forceps  and  was  entangled  in 
the  coin-catcher,  but  uselessly.  The  only  objects  which  passed 
beyond  it  evidently  passed  between  the  plate  and  the  posterior 
wall  of  the  gullet. 

3.  Emetics  were  not  employed,  first,  because  the  patient 
could  not  swallow  anything  and  his  stomach  was  probably 
empty ;  secondly,  because  1  feared  that  the  efforts  of  vomiting 
might  damage  his  oesophagus  seriously  and  even  drive  the  body 
through  its  wall.  Had  the  body  been  less  hard  and  sharp,  or 
had  he  been  able  to  swallow,  I  certainly  should  have  been 
strongly  in  favour  of  an  attempt  to  relieve  him  by  this 
means. 

4.  The  rule  of  surgery  in  the  case  of  a  hard,  sharp  body 
impacted  in  the  cervical  portion  of  the  oesophagus  seems  to  be 
quite  clear,  that  oesophagotomy  should  be  performed  if  the 
body  is  immoveable  by  other  means.  The  unhappy  result  in 
this  case  need  not  in  any  way  discredit  the  operation,  for  septic 
poisoning  does  not  appear,  from  the  collected  cases,  to  be  a 
frequent  cause  of  death  after  oesophagotomy  performed  for 
foreign  body.  Poulet*  speaks  of  thirty-two  well-authenticated 
cases,  twenty-four  of  which  are  reported  in  Terrier^s  work,  and 
of  six  deaths  in  that  number.  The  fatal  result  in  one  case  was 
from  pneumonia,  which  had  existed  at  the  time  of  operation  : 
in  most  of  the  other  cases  it  was  from  gangrene  of  the  oeso- 
phagus or  perioesophageal  abscess  opening  into  the  visceral 
cavities.  In  all  these  cases,  therefore,  the  foreign  body  had 
apparently  been  left  too  long  in  the  oesophagus  before  operation. 
The  reasons  which  lead  us  to  operate,  namely,  the  danger  which 
the  surrounding  structures  incur  from  the  presence  of  a  foreign 
body  in  the  oesophagus,  are  equally  urgent  for  its  speedy 
removal,  for  experience  shows  that  the  longer  the  body 
remains,  the  greater  is  the  danger  incurred. 

5.  The  wound  in  the  oesophagus  was  not  closed  with  suturea 
partly  because  it  was  thought  that  after  the  violence  the  wall 
of  the  gullet  had  sustained  the  sutures  probably  would  not 
hold,  partly  because  the  patient  had  already  been  twice,  and 
each  time  long  under  the  influence  of  chloroform.  I  was  aware 
also  that  the  cases  in  which  the  opening  had  not  been  sewn 
up  had  done  well  and  left  no  fistulas.  It  was,  of  course, 
impossible  to  treat  the  wound  with  rigid  antisepticism,  and  the 
slight  superficial  sloughs  which  formed  speedily  rendered  the 
discharges   offensive.     To   this  cause,  and,  probably,  to  the 

*  A  Treatise  on  Foreign  Bodies  in  Surgical  Practice.    London,  1881.    Trans- 
lated  from  the  French. 
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manner  in  wliich  the  patient  had  livedo  is  to  be  ascribed  the 
rapidly  fatal  action  of  the  septicaemia. 

Should  I  be  called  on  to  perform  oesophagotomy  again,  I 
should  have  the  dressings  much  more  frequently  changed  during 
the  first  days  after  the  operation  unless  the  wound  were  perfectly 
inoffensive. 

6.  The  patient  was  not  permitted  to  take  anything  by  the 
mouth  during  forty-eight  hours  after  the  operation  except  a 
little  ice.  It  was  feared  that  the  distress  of  swallowing  liquids 
through  his  inflamed  pharynx  might  produce  dangerous  spasm 
of  the  glottis.  This  fear  was  probably  without  foundation,  for 
the  milk  which  was  given  him  at  the  end  of  forty-eight  hours 
was  swallowed  with  great  comfort  and  satisfaction.  So  far  from 
regarding  the  passage  of  the  milk  and  brandy  (which  was  after- 
wards given  him)  through  the  wound  as  deleterious,  I  am  in- 
clined to  think  it  was  beneficial  and  to  regret  that  I  did  not 
allow  it  earlier ;  for  the  wound  discharges  were  drained  away 
by  it,  and  there  can  be  no  question  that  the  wound  was  much 
more  wholesome  after  than  before  he  began  to  take  nourish- 
ment by  the  mouth. 


l)r.  Finlay's  Cases  of  Unteric  Fever  and  Rheumatism.  135 


XXIX. — Cases  of  Enteric  Fever  associated  with  Rheu- 
matism. By  David  W.  Finlay,  M.D.  Read  March 
28,  1884. 

THE  following  communication  comprises  notes  of  five  cases 
in  Avhich  enteric  fever  and  rheumatism  were  associated, 
the  invasion  of  the  enteric  fever  occurring  in  most  during  con- 
valescence from  an  attack  of  rheumatism. 

Case  1. — Thomas  T.,  get.  24,  a  porter,  was  admitted  into 
the  Middlesex  Hospital  under  my  care  on  October  1,  1883. 
There  was  nothing  noteworthy  in  his  family  history  except  as 
regards  rheumatism,  of  which  his  mother  was  stated  to  have 
died,  and  from  which  two  sisters  out  of  a  family  of  five  had 
suffered,  one  of  these  being  at  the  time  of  his  admission  under 
treatment  for  rheumatism  in  the  hospital. 

He  had  himself  been  quite  healthy  up  to  the  age  of  eighteen, 
when  he  suffered  from  an  attack  of  rheumatic  fever  which 
laid  him  up  for  seven  weeks.  Since  then  he  had  had  slighter 
attacks  of  rheumatism  on  several  occasions.  A  week  before 
admission  he  complained  of  pain  in  his  shoulders,  which  passed 
to  the  knees,  hips,  and  ankles  in  succession,  his  appetite 
remaining  good. 

On  admission  pain  was  still  present  in  the  joints  just  men- 
tioned, the  ankles  being  red,  swollen,  and  tender.  His  pulse 
was  88,  full  and  strong ;  temperature  101*4°.  Tongue  slightly 
coated;  skin  moist,  with  sour-smelling  sweat.  The  breath 
sounds  were  normal  everywhere  and  the  resonance  good ;  the 
heart's  maximum  impulse  was  seen  and  felt  in  the  nipple-line 
in  fifth  interspace,  a  soft  systolic  murmur  being  audible  all 
over  the  prascordia,  most  marked,  however,  in  the  third  left 
interspace  close  to  the  sternum,  where  also  the  second  sound 
was  rough  and  doubled.  The  abdomen  was  natural ;  the 
urine  clear,  acid,  free  from  albumen,  having  a  specific  gravity  of 
1025. 

He  was  ordered  salicylate  of  soda  in  fifteen-grain  doses 
three  times  a  day  with  cotton- wool  to  the  painful  joints,  and 
a  diet  of  milk  and  beef  tea.  The  evening  temperature  was 
103-4°. 
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Next  morning  (October  2)  temperature  was  101  "3°,  pulse 
96.  The  ankle-joints  were  not  so  painful,  but  the  right  hand 
was  swollen  and  painful  as  well  as  one  or  two  of  the  meta- 
carpo-phalangeal  joints  of  the  left  hand.  He  had  not  slept 
well.     Evening  temperature  was  101  "8°. 

On  October  3  the  pains  were  less  severe,  but  were  felt  in 
both  elbows  and  shoulders.  His  bowels  had  been  opened 
once.  He  was  ordered  to  have  the  salicylate  now  every  four 
hours.  The  morning  temperature  was  101*2°,  pulse  88. 
Evening  temperature  102"2°. 

On  the  following  day  (October  4)  the  pains  were  much 
diminished  everywhere,  the  pulse  was  74,  rather  irregular  and 
compressible  ;  the  morning  temperature  was  100°,  the  evening 
temperature  99"2°. 

On  October  5  the  pains  had  altogether  disappeared  and  he 
had  slept  well.  Morning  temp.  98'2°,  pulse  48,  irregular; 
evening  temp.  98*6°.  He  was  now  practically  convalescent ; 
he  had  no  return  of  pain,  his  temperature  remained  normal  or 
less  and  the  only  thing  worthy  of  remark  in  his  condition  was 
the  slow  rate  of  his  pulse,  which  was  often  as  low  as  42 
in  the  minute. 

He  was  allowed  to  have  solid  food  on  October  9,  and  to 
get  up  on  the  13th. 

On  the  16th  it  was  noted  that  the  first  heart's  sound  was 
long  and  rough  at  the  apex,  but  no  definite  murmur  was 
detected  here  or  elsewhere.  His  tongue  was  moist  and  almost 
clean. 

On  October  19,  a  fortnight  from  the  commencement  of  his 
convalescence,  and  the  nineteenth  day  of  his  stay  in  the  hos- 
pital, he  complained  of  a  feeling  of  stiffness  in  the  back  with 
a  slight  headache,  and  his  evening  temperature  was  found  to 
be  102*6°,  that  of  the  morning  having  been  97*4°.  His  diet 
was  now  again  restricted  to  milk  and  beef  tea. 

Next  morning  (October  20)  he  still  complained  of  the 
headache,  but  had  no  pain  or  ache  elsewhere.  His  pulse  was 
52  and  irregular,  his  tongue  coated  but  moist,  his  temperature 
99*6°  in  the  morning  and  104*2°  in  the  evening. 

From  this  time  onwards  the  case  presented  the  usual  fea- 
tures of  one  of  enteric  fever,  the  temperature  curve,  however, 
being  modified  by  occasional  baths  and  the  frequent  applica- 
tion of  cold  wet  cloths  to  the  chest  and  abdomen,  together 
with  twenty  grains  of  quinine  daily  given  in  two  doses. 

A  few  rose-coloured  spots  were  seen  on  the  abdomen  on 
October  25  and  following  days. 


Dr.  Finlay's  Cases  of  Enteric  Fever  and  Rheumatism.  137 

On  the  27tli  the  bowels  were  opened  loosely,  the  motions 
being  pale  in  colour.  The  tongue  was  coated  over  the  dorsum 
with  a  slightly  brownish  coloured  fur,  and  red  at  the  tip  and 
edges,  the  lips  being  dry. 

On  the  28th  the  bowels  were  opened  eight  times,  the 
motions  being  pale  and  loose,  and  on  the  following  day,  after 
another  loose  motion  the  patient  complained  of  a  pain,  which 
he  described  as  being  "  like  cramp,^^  below  the  umbilicus. 

On  the  morning  of  the  30th  this  pain  was  still  present,  the 
abdomen  was  tender,  tense,  hard,  and  tympanitic,  with  the 
normal  liver  dulness  obliterated  ;  the  respiration  thoracic ;  the 
face  pinched  and  bedewed  with  sweat.  He  had  vomited 
twice.  His  pulse  was  120,  small  and  weak,  and  his  tempe- 
rature 98 '2°.     It  was  evident  that  perforation  had  taken  place. 

From  this  time  he  became  gradually  worse,  the  distension 
of  abdomen  increased,  as  also  the  vomiting,  and  he  passed 
into  a  state  of  collapse  and  died  at  quarter  past  five  in  the 
afternoon  of  the  31st. 

The  urine  had  been  frequently  examined,  and  presented  no 
abnormal  feature  at  any  time. 

At  the  post-mortem  examination  there  was  found  general 
peritonitis,  the  result  of  a  perforation  through  the  lower  part 
of  the  ileum.  As  regards  the  intestine  itself,  infiltration  of 
Peyer's  patches  and  the  solitary  glands  commenced  at  a 
distance  of  sixteen  inches  above  the  ileo-caecal  valve.  Four- 
teen inches  from  the  valve  there  was  an  ulcer  with  clean 
granulating  base,  to  which  the  edges  were  adherent,  and 
which  was  obviously  not  of  recent  formation.  Halfway 
between  this  and  the  valve  was  another  ulcer,  the  size  of  a 
sixpenny-piece,  freely  perforated  at  its  base.  This  ulcer  was 
free  from  slough  and  its  edges  were  still  undermined.  Four 
inches  from  the  valve  there  was  a  patch  showing  several  small 
ulcerations  in  the  centre  of  an  infiltrated  and  raised  surface, 
and  some  small  ulcers  were  also  present  in  the  solitary  follicles 
in  the  lower  part  of  the  ileum. 

The  large  intestine  was  free  from  ulceration. 

The  heart's  substance  was  rather  soft,  the  valves  being 
normal.     The  spleen  weighed  ten  ounces. 

Where  the  association  or  concurrence  of  two  diseases  is 
alleged,  a  difficulty  may  have  to  be  met  on  two  sides :  the 
diagnosis  of  the  one  or  the  other  may  be  called  in  question. 

In  this  case  the  result  of  the  post-mortem  examination  sets 
one  of  these  difficulties  at  rest,  and  leaves  the  only  question 
for  settlement  in  this  connection  the  fact  of  the  rheumatism . 
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That  the  patient  when  admitted  into  the  hospital  was 
suffering  from  acute  rheumatism,  and  not  simply  the  mere 
joint  pain  which  accompanies  so  many  febrile  diseases,  need 
not,  I  think,  be  doubted  when  regard  is  had  to  the  redness 
and  swelling  as  well  as  pain  in  the  joints,  the  sour  sweating, 
the  endocardial  murmur,  and  the  history  of  previous  attacks. 

As  to  the  enteric  fever,  it  should  be  stated,  by  the  way, 
that  the  ward  in  which  the  patient  lay  was  half  full  of  enteric 
fever  cases,  one  of  these  being  in  the  adjoining  bed,  and  the 
possibility  of  infection  from  this  source  naturally  presented 
itself  when  the  temperature  rose  with  the  accompaniment  of 
headache  and  malaise  after  a  fortnight's  convalescence  from 
the  rheumatism. 

But  this  supposition  would  not  accord  with  the  patholo- 
gical appearances  in  the  ileum,  one  of  the  ulcers  being  probably 
of  three  weeks'  duration,  and  such  as  would  scarcely  be  formed 
after  the  date  fixed  by  the  general  symptoms  and  onset  of 
pyrexia  as  the  commencement  of  the  enteric  fever  in  the 
hospital.  Besides  this  the  occurrence  of  perforation  on  the 
eleventh  day  is  against  the  idea  of  the  attack  being  a  primary 
one. 

It  appears,  therefore,  that  the  patient,  when  admitted,  had 
both  rheumatic  and  enteric  fever,  the  latter  being  so  slight  as 
to  be  completely  overshadowed  by  the  rheumatic  manifesta- 
tions ;  and  that  the  attack  to  which  he  succumbed  was  a 
relapse  of  the  enteric  fever. 

This  view  is  borne  out  clinically  as  well  by  the  course  of  the 
temperature  as  shown  on  the  accompanying  chart.     (PI.  V.) 

It  is  a  matter  of  common  observation  that  in  a  relapse  of 
enteric  fever  the  temperature  reaches  its  summit  more  rapidly 
than  in  a  primary  attack ;  and  here  the  highest  temperature 
recorded  (excepting  that  just  before  death)  was  reached  on  the 
second  day  of  pyrexia. 

In  connection  with  this  point,  however,  the  modifying 
effect  of  antipyretic  treatment  must  not  be  lost  sight  of. 
Assuming  that  the  fatal  attack  was  a  relapse,  the  length  of 
the  apyretic  interval  extending  over  a  fortnight  is  a  circum- 
stance of  some  interest. 

Case  2. — My  second  case  was  under  the  care  of  my  colleague. 
Dr.  Ooupland,  who  has  kindly  allowed  me  to  make  use  of  it 
in  this  communication. 

The  patient  was  a  man  of  the  age  of  thirty,  by  occupation  a 
labourer,  having  a  good  family  history.     At  the  age  of  fifteen 
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lie  had  had  an  attack  of  acute  rheumatism  which  laid  him  up 
for  seven  weeks ;  at  twenty-five  a  second  attack  which  lasted 
for  eight  weeks ;  and  at  twenty-eight  a  third. 

Five  days  before  admission  he  was  attacked  by  pain  in  the 
joints  accompanied  by  profuse  sweating. 

On  admission  on  February  15,  1883,  he  complained  of 
pain  in  ankles,  knees,  and  wrists,  all  of  which  were  hot, 
swollen,  and  tender,  and  he  was  bathed  in  a  profuse  acid 
sweat,  with  a  temperature  of  102°.  Physical  examination 
revealed  nothing  abnormal  about  his  chest  or  abdomen.  His 
tongue  was  moist  and  coated  with  a  creamy  fur,  his  pulse  full 
and  soft,  his  urine  pale,  acid,  of  a  specific  gravity  of  1035, 
turbid  with  lithates,  and  non-albuminous. 

He  was  ordered  fifteen  grains  of  salicylate  of  soda  every 
four  hours,  with  cotton-wool  to  the  painful  joints,  and  a  liquid 
diet. 

In  two  days  his  temperature  was  normal,  his  pains  had 
disappeared,  and  neither  swelling  nor  tenderness  was  present 
in  the  joints. 

Convalescence  proceeded  satisfactorily ;  he  was  allowed  to 
get  up  on  February  23,  the  ninth  day  after  admission,  and  on 
the  25th  he  was  ordered  a  fish  diet. 

On  March  5  he  complained  of  slight  pain  in  some  of  his 
joints,  which  were  swollen  three  days  later,  and  it  became 
apparent  that  a  relapse  of  his  rheumatism  had  taken  place 
concurrently  with  the  beginning  of  an  attack  of  enteric  fever. 
This  is  well  shown  by  the  chart  of  temperature.     (PI.  VI.) 

On  March  10  a  very  distinct  systolic  murmur  was  audible 
at  the  heart's  apex,  the  pains  having  again  passed  away. 

On  the  evening  of  the  14th  the  temperature  reached  103° 
and  then  commenced  to  decline,  the  average  being  normal 
from  the  19th  to  the  23rd  inclusive.  After  this  it  rapidly 
became  febrile  again,  marking  a  relapse  of  the  enteric  fever, 
and  reaching  104°  on  the  evening  of  the  fourth  and  fifth  days 
(28th  March).  During  this  time  there  was  no  joint  pain,  but 
pain  and  tenderness  were  noted  in  the  right  iliac  fossa,  and 
the  motions  were  of  a  pale  ochrey  colour  and  loose;  the  splenic 
dulness  was  found  to  be  slightly  increased  in  area,  and  a  trace 
of  albumen  appeared  in  the  urine. 

On  March  31  he  became  delirious,  and  was  with  difficulty 
kept  in  bed ;  at  the  same  time  several  rose  spots  appeared  on 
the  abdomen. 

On  April  4  a  considerable  haemorrhage  from  the  bowel 
took  place ;  on  the  following  day  his  abdomen  became  much 
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distended,  and  on  April  6  about  10  a.m.  he  had  a  sudden 
attack  of  sharp  pain  in  the  umbilical  region,  after  which  he 
had  great  tenderness  of  abdomen  with  much  distension  and 
slight  vomiting,  and  he  died  collapsed  at  7  p.m. 

The  post-mortem  examination  revealed  extensive  peri- 
tonitis, the  result  of  a  perforation  in  the  ileum  two  inches  from 
the  ileo-ceecal  valve.  In  the  interior  of  the  bowel  charac- 
teristic appearances  were  found  extending  six  feet  up  the  small 
intestine.  Some  of  the  patches  of  ulceration  in  the  lower  part 
of  the  ileum  appeared  to  be  of  older  date  than  the  rest,  bear- 
ing out  the  view  that  the  fatal  attack  was  a  relapse.  Small 
fibrinous  vegetations  were  present  on  the  mitral  and  aortic 
valves.  In  this  case  also  there  could  be  no  mistake  either  as 
to  the  rheumatism  or  the  enteric  fever.  Indeed,  in  most 
points  it  exhibits  a  remarkable  resemblance  to  the  one  pre- 
viously referred  to,  although  here  it  appears  probable  that  the 
enteric  fever  was  contracted  in  the  hospital. 

Of  the  remaining  three  cases  brief  abstracts  will  suffice,  as 
they  do  not  present  points  of  special  importance  beyond  the 
fact  of  the  association  of  the  two  diseases. 

Case  3. — Louisa  B.,  set.  23,  was  admitted  on  February 
25,  1878.  Her  mother  was  stated  to  have  died  of  heart 
disease,  and  to  have  had  three  attacks  of  rheumatic  fever. 
Patient  herself  had  had  pains  in  the  joints  three  weeks  ago, 
which  passed  off  and  recurred  eight  days  before  admission. 

On  admission  she  complained  of  pain  in  almost  all  the 
joints  of  her  limbs,  the  right  wrist  being  the  most  painful. 
The  left  knee  was  swollen.  Temperature  was  99*8°,  pulse 
112.  Under  the  usual  treatment  she  convalesced  satisfactorily, 
although  pain  in  the  knees  and  ankles  recurred  at  times,  and 
there  was  some  eifusion  into  the  left  knee-joint. 

On  March  26  she  complained  of  headache. 

On  the  following  day,  the  headache  continuing,  she  had  an 
attack  of  shivering  and  the  temperature  rose  to  101 '6°,  the 
abdomen  becoming  tense  and  distended. 

Next  day  she  had  an  attack  of  vomiting,  and  on  April  3 
rose  spots  were  observed  on  the  abdomen.  On  the  8th  the 
temperature  became  normal. 

Two  days  later  a  relapse  of  the  enteric  fever  took  place, 
the  temperature  on  fourth  and  fifth  days  reaching  105*2°,  at 
which  cold  bathing  was  resorted  to.  After  this  gradual 
defervescence  ensued,  and  she  was  discharged  convalescent  on 
June  11.     (Pl.YII.) 
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Case  4. — Alice  H.,  aet.  15,  was  admitted  on  March.  12, 
1878.  She  stated  that  her  mother  frequently  suffered  from 
rheumatism. 

On  admission  there  was  pain  in  most  of  her  joints;  the 
right  elbow,  the  wrists,  and  the  hands  were  swollen,  and  there 
was  effusion  into  both  knees.    Temperature  was  103°,  pulse  100. 

She  also  was  treated  with  salicylate  of  soda  and  made  a 
good  recovery,  becoming  convalescent  in  two  days  with  tem- 
perature normal  and  absence  of  joint  pains.  She  was  dis- 
charged well  on  April  2. 

On  April  15  she  was  readmitted,  stating  that  since  her  dis- 
charge on  April  2  she  had  suffered  from  headache,  and  had 
been  attacked  on  the  11th  by  vomiting  and  shivering  with 
feverishness  and  thirst. 

Her  tongue  was  coated  and  she  complained  of  frontal  head- 
ache.    Temperature  104'2°,  pulse  100. 

On  April  16  the  temperature  was  104*4°,  she  had  some 
vomiting,  her  face  was  flushed,  her  tongue  dry,  brown,  and 
cracked,  and  rose  spots  were  noted  on  the  abdomen,  which  was 
distended  and  tender. 

Her  symptoms  became  gradually  less  severe  and  her  tem- 
perature reached  the  normal  on  May  7.  After  this  con- 
valescence was  uninterrupted,  and  she  was  discharged  on 
June  7.     (PI.  VIII.) 

Case  5. — Stephen  H.,  set.  26,  was  admitted  on  20th 
May,  1879.  He  had  been  attacked  by  rheumatism  five  days 
before  admission,  and  presented  well-marked  symptoms  of  the 
disease.  After  admission  his  temperature  reached  104°. 
Treated  in  the  same  manner  as  the  others  already  referred  to  ; 
the  pyrexia  lasted  three  and  the  joint  pains  two  days. 

On  June  17,  when  convalescent  from  rheumatism,  he  had 
a  rigor  which  was  repeated  the  following  day,  marking  the 
invasion  of  an  attack  of  enteric  fever. 

On  the  tenth  day  of  attack  a  scanty  eruption  of  rose  spots 
appeared  with  some  diarrhoea.  His  temperature  reached  104°, 
at  which  cold  sponging  was  employed.  His  case  ran  an 
ordinary  course,  and  he  was  discharged  convalescent  on 
August  2.     (PI.  IX.) 

Remarks. — No  mention  is  made,  so  far  as  I  know,  even  in 
the  most  recent  writings  on  the  subject  of  enteric  fever,  of  its 
occasional  association  or  concurrence  with  rheumatism.  Yet 
I  think  that  such  a  condition  is  not  so  rare  as  this  fact  might 
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lead  us  to  infer ;  and  it  is  a  point  of  some  interest  in  this  con- 
nection, that  of  seven  patients,  in  whom  during  the  last  ten 
years  enteric  fever  has  become  developed  in  the  wards  of  the 
Middlesex  Hospital,  five  (those,  namely,  whose  cases  have  just 
been  recorded)  were  admitted  for  undoubted  rheumatism. 

In  two  of  these  five  death  resulted,  and  it  is  a  noteworthy 
coincidence,  if  nothing  more,  that  both  were  fatal  from  per- 
foration of  the  bowel,  and  in  both  this  occurred  during  a 
relapse. 

Is  there,  then,  it  may  be  asked,  some  more  than  casual 
connection  between  rheumatism  and  enteric  fever,  or  does  an 
attack  of  the  one  predispose  to  an  attack  of  the  other  ? 

Murchison*  states  that  of  twelve  patients  who  took 
enteric  fever  in  the  London  Fever  Hospital  during  twenty- 
three  years,  eight  were  admitted  with  scarlatina ;  and  he  gives 
it  as  his  opinion  that  scarlatina  predisposes  to  enteric  fever. 

If  so  why  not  also  rheumatic  fever  ? 

Or  it  may  perhaps  be  that  all  febrile  diseases  predispose  to 
enteric  fever,  and  that  the  reason  why  rheumatic  fever  is  pre- 
eminent in  the  experience  I  have  related,  is  that  cases  of  rheu- 
matism form  such  a  large  proportion  of  the  total  number  of 
febrile  cases  admitted  into  a  general  hospital. 

Whether,  in  my  two  fatal  cases,  the  allowance  of  solid  food 
after  the  rheumatic  attack  passed  off  was  in  any  degree  respon- 
sible for  the  death  by  perforation  it  is  of  course  impossible  to 
say,  but  equally  impossible  to  deny. 

Finally,  if  there  is  any  moral  to  be  drawn  from  a  conside- 
ration of  such  cases  it  must  be  this — that  inasmuch  as  the 
allowance  of  solid  food  may  increase  the  risk  of  perforation  in 
enteric  fever,  it  behoves  us  to  scrutinise  narrowly  cases  of 
rheumatism  occurring  in  the  course  of  an  epidemic  of  enteric 
fever,  lest  it  should  turn  out  that  we  are  dealing  with  some- 
thing more  than  rheumatism  merely  j  and  also  that  if  any 
predisposition  to  enteric  fever  should  be  found  to  exist  in  con- 
nection with  rheumatism  it  would  seem  desirable  to  adopt 
means  for  the  separation  of  such  cases,  in  order  to  diminish, 
to  some  extent,  the  risk  of  infection. 

I  do  not  of  course  suppose  that  the  facts  which  I  have 
brought  forward  are  sufficient  to  prove  the  predisposition  or 
connection  which  I  have  only  hinted  at,  but  I  think  that  they 
at  least  suggest  a  case  for  further  inquiry. 

*  On  Continued  Fevers,  second  edition,  p.  453. 
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XXX. —  Case  of  Dislocation  Backwards  of  the  First 
Lumbar  Vertebra,  which  was  successfully  reduced 
under  Ether.  By  N.  Davies-Colley,  M.O.  Bead 
March  28,  1884. 

WILLIAM  L.,  set.  55,  a  shipwriglit,  was  admitted  under 
my  care  into  Guy's  Hospital,  on  March  15,  1883.  He 
had  been  stooping  slightly  at  his  work  when  a  mass  of  iron 
called  a  ''  traveller,"  weighing  seven  hundredweight,  fell  about 
eight  feet,  striking  him  upon  the  small  of  the  back. 

He  lay  with  his  knees  doubled  up  against  his  chest  under 
the  mass  until  it  was  removed  by  his  fellow-workmen.  There 
was  no  loss  of  consciousness,  and  he  was  at  once  brought  to 
Guy's  Hospital.  In  the  surgery  it  was  observed  that  the 
right  leg  was  weaker  than  the  left,  and  that  there  was  some 
loss  of  sensation. 

A  few  minutes  later  I  examined  him  in  the  ward.  He  was 
a  rather  short,  spare,  but  muscular  man,  and  looked  younger 
than  he  stated  himself  to  be.  He  was  pale  and  collapsed,  but 
quite  sensible.  His  pulse  was  slow  and  feeble.  He  could 
bend  the  hips,  knees,  and  ankles,  and  move  the  toes  of  both 
sides  well,  and  I  did  not  then  perceive  any  difference  in  the 
movements  of  the  two  legs.  There  was,  however,  loss  of  sen- 
sation in  the  dorsum  of  the  right  foot,  and  diminished  sensa- 
tion in  the  outer  side  of  the  right  leg. 

On  turning  him  over  I  found  a  marked  prominence  of  the 
spine  of  what  I  considered  to  be  the  first  lumbar  vertebra  (it 
was  three  inches  above  the  level  of  the  umbilicus,  and  not  far 
below  the  lower  border  of  the  last  rib).  Above  this  spine 
was  a  depression  from  three  quarters  to  one  inch  deep,  and  the 
succeeding  spines  were  quite  even  at  this  lower  level,  while 
the  spines  below  formed  a  series  continuous  with  the  projec- 
tion. There  was  some  tenderness  above  the  prominence,  and 
some  effusion ;  I  could  feel  no  crepitus,  nor  mobility,  on  gently 
manipulating  the  parts. 

Nearly  two  hours  and  a  half  after  the  injury  he  was  put 
under  the  influence  of  ether,  and  gradual  extension  was 
applied.  An  assistant  held  the  shoulders  while  two  others 
pulled  steadily  at  the  legs,  and  I  kept  my  hand  under  the 
prominence.     It  was  not,  however,  until  a  third  assistant  had 
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begun  to  pull  upon  the  legs  in  addition  to  the  two  already 
there  that  I  felt  the  projection  quietly  sink  down  without  any 
jerk  to  the  level  of  the  dorsal  spine.  At  the  same  time  some 
crepitus  and  mobility  could  be  felt  which  I  attributed  to  frac- 
ture of  the  spine  of  the  last  dorsal  vertebra.  The  surrounding 
effusion  also  became  more  distinct. 

I  at  once  put  on  a  vest^  and  over  it  a  plaster-of-Paris 
jacket,  similar  to  the  laminated  form  described  by  Mr.  Fur- 
neaux  Jordan  in  the  British  Medical  Journal  (ii,  1882,  p.  8). 
While  it  was  being  applied  the  patient  lay  in  the  horizontal  posi- 
tion .  Extension  was  made  upon  his  legs,  and  the  parts  at  the 
seat  of  injury  were  almost  continuously  supported  by  the  hand. 

He  soon  recovered  from  his  collapse  and  felt  very  comfort- 
able in  his  jacket.  Two  days  after  the  accident  I  examined 
him  carefully  and  found  that  there  was  still  absence  of  sensa- 
tion in  the  whole  region  supplied  by  the  right  musculo-cuta- 
neous  nerve.  There  was  also  no  feeling  between  the  first  and 
second  toes  of  the  right  foot  upon  their  dorsal  aspect.  So  the 
terminal  branch  of  the  anterior  tibial  nerve  would  appear  to 
have  been  implicated.  His  right  foot  I  now  noticed  to  be 
inverted,  and  he  had  no  power  to  evert  it.  Moreover,  he 
could  not  flex  the  ankle  as  powerfully  as  he  could  that  of  the 
left  side.  The  left  foot  was  warmer  than  the  right.  The 
power  of  extension  was  alike  on  both  sides.  There  had  been 
no  priapism. 

He  had  no  power  of  micturition  until  the  tenth  day  after 
the  injury,  and  a  slight  attack  of  cystitis  occurred  which, 
under  the  use  of  a  borax  and  glycerine  injection,  soon  went 
away. 

He  was  able  to  move  about  in  bed  and  roll  over  without 
any  pain  as  early  as  the  17th,  two  days  after  the  accident. 
For  about  three  weeks  his  temperature  remained  slightly 
elevated,  rising  to  a  little  over  lOC^  in  the  afternoon,  and  once 
as  high  as  102*4°. 

There  was  some  constipation,  and  some  small  bedsores 
formed  over  the  sacrum,  although  he  had  been  placed  upon  a 
water-bed  within  a  few  days  of  the  accident. 

On  the  17th  of  April,  the  thirty-fourth  day  after  the  injury, 
we  removed  the  plaster-of-Paris  splint.  The  line  of  the  spines 
was  then  quite  even.  There  was  no  deformity  and  little,  if 
any,  tenderness.     He  could  turn  round  in  bed  without  pain. 

On  April  21,  Dr.  Horrocks  kindly  investigated  his  condition 
by  means  of  electricity,  and  reported  that  "  the  muscles  on  front 
and  inner  side  of  both  legs  act  readily,  but  too  feebly,  to  fara- 
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disation.  The  muscles  on  the  outer  side  of  both  legs,  especially 
the  right,  required  a  stronger  faradic  current  before  they  acted, 
and  then  the  action,  though  well  marked,  was  feeble.  The  calf 
and  hamstring  muscles  required  the  strongest  faradic  current 
and  then  contracted  feebly.  No  qualitative  change  to  galva- 
nism. He  feels  the  burning  pricking  sensation  of  the  negative 
pole  better  on  the  left  leg  than  on  the  right,  but  not  normally 
anywhere  in  the  lower  extremities." 

On  April  27  he  was  allowed  to  sit  up  in  bed.  A  day  or 
two  before  he  began  to  have  his  leg  regularly  galvanised. 

On  May  7  I  noted  that  there  was  no  improvement  of  the 
movements  of  the  right  peroneus  longus  and  peroneus  brevis, 
but  that  sensation  was  decidedly  better,  that  of  the  anterior 
tibial  being  normal. 

On  May  10  he  was  able  to  stand  up,  and  I  observed  that 
he  could  slightly  evert  the  right  foot. 

On  the  14th  he  could  walk  up  and  down  the  ward  with 
help. 

On  the  25th  he  went  out.  The  point  where  the  displace- 
ment had  been  could  not  be  discerned,  and  there  was  no 
tenderness  on  pressure.  The  sensation  of  the  right  leg  was 
much  better,  but  had  not  been  wholly  recovered.  The 
paralysis  of  the  right  peronei  was  much  improved.  He  was 
still  very  weak,  but  could  walk  with  the  help  of  a  stick.  The 
bedsores  were  healed.  The  galvanism  was  continued  for  some 
time  after  he  left  the  hospital. 

On  March  27,  1884,  I  had  an  opportunity  of  examining 
the  patient.  He  had  not  yet  felt  strong  enough  to  resume 
the  heavy  work  of  his  calling.  His  health  was  good,  and  the 
muscles  of  his  leg  were  well  developed,  but  he  informed  me 
that  he  could  not  walk  more  than  two  miles  without  feeling 
considerable  pain  across  the  sacrum.  The  muscles  supplied 
by  the  right  external  popliteal  nerve  had  quite  regained  their 
power,  but  he  still  complained  of  a  little  numbness  just  above 
the  outer  ankle.  There  was  a  total  absence  of  patellar  and 
ankle  reflex  on  both  sides,  and  he  still  felt  some  weakness  in 
his  leg.  A  slight  prominence  was  just  visible  in  the  spines  at 
the  junction  of  the  lumbar  and  dorsal  regions,  and  when  he 
stooped  this  part  of  the  vertebral  column  appeared  to  be  a  little 
stiff er  than  normal. 

On  April  1,  1884  (four  days  after  this  paper  was  read). 

Dr.   Horrocks  made   the  following  report  of  his  condition : 

"  All  the  muscles  of  the  lower  extremities  react  to  f aradism. 

But  the  anterior  tibial  group  and  the  peronei  of  the  right 
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leg  require  a  very  strong  current  and  then  only  react  feebly. 
The  hamstrings  of  the  left  thigh  require  a  much  stronger 
current  than  those  of  the  right.  The  abdominal  muscles  react 
normally.  All  the  muscles  respond  fairly  readily  to  galvanism. 
The  cathodal  closure  contraction  is  more  than  usually  greater 
than  the  anodal  closure  contraction,  and  the  anodal  opening 
contraction  is  less  than  the  latter.  It  is  interesting  to  note 
that  where  the  faradism  is  required  to  be  very  strong  there  is 
considerable  impairment  of  sensation  to  the  current." 

BemarTcs. — The  chief  points  of  interest  in  this  case  are  : 

First,  the  considerable  displacement  of  the  first  lumbar 
vertebra,  which  occurred  without  causing  any  severe  pressure 
upon  the  spinal  cord. 

And  secondly,  the  good  result  which  followed  strong  traction 
upon  the  spinal  column  assisted  by  the  action  of  an  anaesthetic. 

I  presume  that  the  dislocation  was  rendered  possible  by  the 
fracture  of  some  portion  of  the  adjacent  dorsal  vertebra, 
probably  of  its  laminae,  together  with  the  inferior  articular 
processes  and  spine,  and  judging  from  the  amount  of  depres- 
sion above  the  first  lumbar  spine,  I  should  suppose  that  the 
obstacle  to  reduction  was  the  anterior  edge  of  the  upper  surface 
of  the  body  of  this  vertebra,  which  had  become  fixed  against 
the  posterior  edge  of  the  lower  surface  of  the  body  of  the 
twelfth  dorsal  vertebra,  or  against  the  back  of  the  intervening 
intervertebral  disc. 

The  chief  indications  of  injury  to  the  spinal  cord  were  the 
retention  of  urine,  which  disappeared  in  ten  days,  the  small 
bedsores,  which  remained  open  for  some  time  after  the  patient 
had  recovered  the  power  of  walking,  and  some  general 
deficiency  in  the  reaction  of  the  muscles  of  the  lower  extre- 
mities to  galvanic  stimulation,  which  has  not  yet  completely 
disappeared.  The  most  severe  injury  was  sustained  by  the 
nerve-roots  of  the  cauda  equina  which  go  to  form  the  right 
external  popliteal  nerve.  In  the  structures  supplied  by  this 
nerve  the  results  of  the  lesion  still  persist,  although  in  a  much 
diminished  form. 

The  great  relief  from  pain  and  rapid  restoration  of  the  bones 
and  ligaments  produced  by  the  application  of  a  plaster-of- Paris 
jacket  has  been  already  illustrated  in  your  Transactions,  by  the 
case  of  Mr.  Berkeley  Hill  (vol  xiv,  p.  144).  In  my  case  I  did 
not  think  it  desirable  to  suspend  the  patient,  but  an  equally 
good  result  was  obtained  by  the  application  of  the  jacket  while 
traction  was  being  made  with  the  patient  in  the  horizontal 
position. 
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XXXI. — A  Case  of  so-called  Frontal  or  Supraorbital 
Neuralgia  following  Injury  and  successfully  treated 
by  Trephining  the  Skull  after  failure  of  other 
methods  of  treatment.  By  Arthur  E.  Durham. 
Bead  March  28,  1884. 

HB.,  aet.  33,  an  omnibus  proprietor  in  tlie  Isle  of  Wiglit, 
•  came  under  my  observation  during  the  summer  of  the 
year  1882,  and  was  admitted  into  Guy's  Hospital  under  my 
care  on  the  16th  October  of  the  same  year.  The  condition  of 
the  patient  was  most  pitiable ;  his  suffering  was  from  time  to 
time  intense,  he  was  never  entirely  free  from  pain,  his  general 
health  was  breaking  down,  he  was  utterly  incapacitated  for 
attending  in  any  way  to  his  business.  He  was  a  married  man, 
of  good  constitution,  and,  with  the  exception  of  an  attack  of 
rheumatic  fever  some  six  years  previously,  had  uniformly 
enjoyed  good  health.  There  was  no  reason  to  suppose  he 
had  ever  suffered  from  syphilis. 

In  October  of  the  year  1881  he  was  knocked  down,  and 
kicked  on  the  forehead  by  a  horse.  A  slight  external  wound 
was  produced  about  three  quarters  of  an  inch  long,  from  an 
inch  and  a  quarter  to  two  inches  above  and  somewhat  external 
to  the  left  external  angular  process.  This  wound  healed  quickly, 
but  a  pricking  pain  remained  or  recurred  from  time  to  time  in 
or  about  the  cicatrix.  Shortly  before  Christmas  of  the  same 
year  he  was  thrown  out  of  a  cart,  and  fell  upon  his  head.  He 
walked  home,  a  distance  of  four  miles,  and  soon  after  going  to 
bed  complained  of  intense  pain  extending  upwards  towards 
the  top  of  his  head.  He  suffered  afterwards  from  weakness 
of  the  back,  especially  in  the  lumbar  region,  which  lasted  two 
or  three  months  ;  but  from  this  he  gradually  recovered.  The 
pain,  however,  extendiug  from  near  the  cicatrix  of  the  old 
wound  towards  the  top  of  the  head  remained  more  or  less  per- 
sistent, distracting  exacerbations  occurring  from  time  to  time. 
He  sought  advice  in  London  and  elsewhere,  and,  judging  from 
my  examination  of  his  pile  of  prescriptions,  he  tried  in  suc- 
cession all  the  ordinary  remedies,  internal  and  external,  for  neu- 
ralgia, as  well  as  some  with  which  I  was  not  before  acquainted. 
But  no  relief  was  obtained.     Exacerbations  of  pain  were  liable 
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to  occur  from  time  to  time  without  obvious  explanation,  but 
were  brought  about  by  sneezing,coughing,  mastication,  draughts 
of  cold  air  blowing  upon  the  part,  and  in  various  other  ways. 

On  careful  examination  the  pain  seemed  to  start  from  a 
point  slightly  internal  to  the  cicatrix  of  the  wound,  which  was 
perfectly  healthy  in  appearance,  and  to  spread  over  the  part 
supplied  so  far  as  I  could  judge  by  the  external  branch  of  the 
supraorbital  nerve.  The  temporal  ridge,  or  the  bone  in  the 
immediate  neighbourhood,  appeared  somewhat  unduly  pro- 
minent as  compared  with  the  opposite  side.  But  whether  this 
appearance  was  due  to  any  actual  swelling  of  the  bone  or  to 
some  falling  away  of  the  margin  of  the  temporal  muscle  was 
not  quite  clear. 

The  patient  was  ready  to  submit  to  any  operation,  even  at 
the  risk  of  his  life,  which  he  did  not  consider  worth  having  in 
his  then  state  of  suffering. 

Under  the  circumstances,  thinking  it  possible  that  there 
might  be  some  filament  of  nerve  included  in  the  cicatrix  or 
involved  in  adhesion  to  the  bone,  on  the  23rd  October  I  cut 
down  upon  the  supraorbital  nerve  half  an  inch  above  the  eye- 
brow, excised  half  an  inch  of  the  external  branch,and  thoroughly 
pulled  both  proximal  and  distal  ends.  The  day  following  the 
patient  was  free  from  pain,  but  the  next  day  the  pain  recurred. 
The  wound  healed  by  primary  union.  On  the  1 7th  November, 
the  pain  having  been  as  severe  as  ever,  I  operated  again,  and 
dissected  out  other  branches  of  the  supra-orbital  nerve  and 
plexiform  communications  between  it  and  branches  of  the 
auriculo-temporal.  I  cut  these  away,  stretching  well  both 
distal  and  proximal  ends.  This  operation  was  as  unsuccessful 
as  the  former  one.  The  wound  healed  perfectly  by  primary 
union,  but  the  pain  remained  or  recurred ;  the  area,  however, 
over  which  it  extended  was  somewhat  altered  and  more  limited, 
and  the  patient  expressed  himself  as  sure  that  it  was  in  the 
bone  starting  from  a  definite  spot.  I  resolved,  therefore,  to 
trephine  the  bone  at  the  spot  indicated,  thinking  it  probable 
that  in  the  bone  or  in  the  dura  mater  some  filament  of  nerve 
might  have  been  implicated  in  the  result  of  the  old  injury, — 
for  that  might  have  included  a  crack  in  the  internal  table  of 
the  skull ; — or  that  some  other  explanation  of  the  pain  might 
possibly  be  found.  Accordingly,  I  operated  again  on  the  18th 
December,  and  removed  a  portion  of  bone  nearly  an  inch  in 
diameter  (the  outside  diameter  of  the  trephine  used  being  a 
trifle  more  than  an  inch) . 

There  was  no  thickening  of  the  bone  nor  any  indication  of 
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there  having  been  a  fracture  of  either  table,  nor  was  there  any 
sign  of  suppuration,  old  or  recent,  beneath  it.  There  was  a 
little  bleeding  from  the  dura  mater,  but  the  blood  was  at  once 
wiped  away  and  no  abnormal  appearance  presented  itself. 
Perhaps,  if  the  blood  had  not  been  wiped  away  so  quickly  and 
efficiently,  something  might  have  been  seen  that,  as  it  was, 
may  possibly  have  been  thus  removed.  I  cannot  say ;  but  the 
depression  near  the  margin  of  the  portion  of  bone  removed, 
to  which  I  will  revert,  may  be  considered  suggestive. 

The  slight  bleeding  from  the  dura  mater  was  easily 
arrested  and  the  wound  was  dressed  in  the  ordinary  method. 

When  the  patient  recovered  from  the  effects  of  the  anses- 
thetic  he  was  perfectly  free  from  his  old  distracting  pain,  and 
he  has  never  since  had  any  recurrence  of  it. 

No  bad  symptom  of  any  kind  occurred.  The  wound  filled 
up  by  granulation.  A  small  portion  of  bone  exfoliated  from 
the  margin  of  the  trephine  opening ;  and  then  cicatrisation  was 
speedily  complete. 

The  patient  left  the  hospital  on  the  28th  February,  1883, 
and  was  very  soon  able  to  return  to  his  ordinary  avocations 
strong  and  well.  I  saw  him  about  Christmas  of  last  year  and 
he  told  me  he  had  never  been  troubled  by  even  the  ghost  of 
his  ''  old  pain."  I  heard  from  him  the  day  before  yesterday 
in  reply  to  my  inquiry,  and  his  report  was  as  follows  : — "  I 
never  get  any  pain.  The  wound  looks  about  the  same  as  when 
you  saw  it,  quite  healed,  with  the  flesh  grown  a  little  more. 
With  the  exception  that  I  think  my  memory  is  not  quite  so 
good  otherwise  my  health  is  as  good  as  ever  it  was  in  my  life. 
I  am  thankful  to  be  able  to  say  this,  and  ever,"  &c. 

It  may  possibly  be  questioned  whether  in  this  case  the 
indications  were  sufficiently  clear  and  the  conditions  altogether 
such  as  to  warrant  resort  to  an  operation  so  severe  and  danger- 
ous as  trephining  the  skull  is  often  represented  or  supposed  to 
be.  But  it  appears  to  me  that  the  result  amply  justified  the 
means  adopted.  And  I  venture  to  add  that  I  believe  this  case 
serves  well  to  illustrate  the  comparative  impunity  with  which, 
under  favorable  circumstances,  and  with  due  precautions,  the 
skull  may  be  trephined,  and  to  encourage  greater  confidence 
in  practising  this  operation  in  cases  in  which  it  may  seem 
called  for,  but  in  which  its  adoption  has  been  unduly  dreaded. 

It  would  doubtless  have  been  more  satisfactory  if  we  had 
succeeded  in  discovering  and  definitely  recognising  the  cause 
of  the  pain  while  we  were  removing  it  so  successfully,  or  after- 
wards. 
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This,  however,  we  failed  to  do. 

Pathologically,  I  suppose  the  case  must  be  considered  as 
closely  allied  at  any  rate  to  those  well-recognised  cases  which 
have  been  classed  under  the  designation  "  Osteitis  Neuralgica." 

In  many  such  cases  relief  has  been  afforded  by  trephining, 
and  the  relief  has  been  attributed  to  diminution  of  tension  or 
pressure.  But  in  almost  all  of  the  recorded  cases  of  this 
malady,  as  well  as  in  those  that  have  come  under  my  own 
observation,  it  has  been  one  or  other  of  the  long  bones  that 
has  been  affected  (the  tibia  most  frequently),  and  the  bone 
when  trephined  has  been  found  to  be  more  or  less  manifestly 
thickened  and  indurated,  sometimes  almost  eliminated. 

It  is  no  doubt  very  difficult  sometimes  to  appreciate  diffe- 
rent degrees  of  density  and  hardness  in  different  portions  of 
bone,  and  to  decide  what  is  within  and  what  beyond  the 
range  of  health.  I  confess  I  cannot  venture  to  pronounce  the 
portion  of  bone  removed  in  the  case  thus  recorded  in  any  way 
abnormal. 

With  regard  to  the  little  pit  or  depression  near  the  margin, 
to  which  I  have  already  referred,  I  would  add  that  on  careful 
consideration  I  am  inclined  to  believe  it  to  be  nothing  more 
than  one  of  such  little  pits  or  depressions  as  are  met  with  in 
every  adult  skull,  and  are  not  associated  with  any  such  sym- 
ptoms or  suffering  as  characterised  the  case  before  us.  At  the 
same  time  I  am  free  to  admit  that  it  is  quite  possible  the  little 
depression  may  have  been  occupied  by  some  corresponding 
little  papillary  or  other  growth  from  the  dura  mater,  involving 
some  highly  sensitive  nerve  filaments,  and  that  herein  was  the 
seat  and  hence  the  origin  of  the  pain. 

In  conclusion  I  would  only  say — but  I  can  hardly  think  it 
needful  to  say  anything  of  the  kind — that  I  have  not  brought 
this  case  forward  with  any  idea  of  advocating,  or  suggesting 
even,  immediate  resort  to  any  serious  surgical  operation  in 
ordinary  cases  of  frontal  or  supraorbital  so-called  neuralgia. 
I  have  brought  it  forward  simply  to  show,  by  example,  the 
successful  result  that  may  be  sometimes  obtained  in  such  and 
suchlike  distressing  cases  by  happy  surgical  interference  after 
the  ordinary  and  extraordinary  remedies,  internal  and  external, 
have  failed  to  afford  relief. 
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XXXII. — Gase  of  Laryngeal  Perichondritis.  Sequel  to 
a  paper  read  April  28, 1882.  By  F.  de  Havilland 
Hall,  M.D.     Bead  April  18,  1884. 

ON  April  28,  1882,  I  had  the  honour  of  reading  the  notes  of 
a  case  which  was  entitled  "  Primary  Laryngeal  Peri- 
chondritis" ('Clin.  Soc.  Trans./ vol.  XV,  p.  195).  This  title 
was  affixed  to  the  paper  as  after  a  most  careful  investigation  I 
was  unable  to  satisfy  myself  that  the  patient  had  ever  suffered 
from  syphilis.  I  must  do  Dr.  Semon  the  justice  to  state 
that,  in  spite  of  the  negative  history  as  regards  syphilis, 
he  considered  the  laryngeal  affection  from  its  appearance  to 
be  of  specific  origin.  The  subsequent  course  of  the  case 
proved  that  he  was  right,  and  once  again  showed  how  untrust- 
worthy negative  histories  are. 

The  notes  I  brought  before  you  carried  the  case  up  to 
January  3,  1882.     During  the  spring  and  summer  the  patient 
•attended  at  the  hospital,  and  a  bougie  was  passed  twice  a 
week  into  the  larynx. 

On  October  9  of  the  same  year  I  admitted  the  patient 
(M.  C,  a  man,  ast.  25)  into  Westminster  Hospital  for  the 
purpose  of  dilating  the  stenosed  larynx. 

The  next  day  he  complained  of  pain  in  the  knee.  For  this 
he  was  blistered  and  ordered  quinine. 

On  October  16,  ten  grains  of  iodide  of  potassium  were 
given  every  six  hours.  On  the  19th,  the  dose  was  increased  to 
fifteen  grains.  The  pain  and  febrile  disturbance,  however, 
continued. 

On  November  10,  the  right  knee  became  very  swollen  and 
exceedingly  tender  and  painful,  then  the  right  ankle  became 
affected,  then  followed  the  left  knee,  and  after  this  the  left 
ankle.  The  swelling  and  tenderness  of  one  joint  had  hardly 
time  to  subside  before  another  was  attacked. 

On  November  27,  the  dose  of  the  iodide  was  increased  to 
twenty  grains. 

December  12,  two  hard  and  painful  swellings  of  the  size:  of 
a  filbert   were  detected  in  the  calf  of  the  right  leg. 

December  18,  return  of  pain  in  right  knee  with  slight 
swelling. 

December  19,  iodide  to  be  discontinued,  and  a  drachm  of 
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blue  ointment  was  ordered  to  be  rubbed  every  night  into  the 
right  knee,  which  is  much  swollen  and  very  painful. 

December  21,  no  sleep  at  night  on  account  of  pain. 
Injectio  Morphiae  gr.  ^  omni  nocte. 

December  22,  slept  several  hours.  Knee  not  so  painful. 
Much  irritation  of  the  skin  after  the  morphia  injection. 

From  this  date  the  patient  continued  to  improve  and 
eventually  left  the  hospital  in  the  beginning  of  February,  free 
from  pain  but  very  emaciated.  During  the  time  he  had  been 
in  the  hospital  I  was  quite  unable,  on  account  of  his  severe 
illness,  to  persevere  with  the  dilatation  of  his  larynx. 

On  February  26,  1883,  he  again  presented  himself  in  the 
out-patient  department.  He  stated  that  he  had  been  in  bed 
for  fourteen  days  since  he  left  the  hospital  on  account  of 
swelling  of  the  ankles,  not  attended  with  much  pain.  The 
metacarpo-phalangeal  joint  of  index  finger  of  right  hand  was 
found  to  be  swollen.  He  was  ordered  fifteen  grains  of  iodide 
of  potassium  three  times  a  day  and  cod-liver  oil.  I  then  lost 
sight  of  him  for  a  time ;  but  on  July  2  he  was  readmitted  into 
the  hospital.  He  stated  that  the  present  attack  began  six  days 
ago.  The  feet  were  first  affected,  then  the  knees,  pain  now 
confined  to  hands  and  ankles.  Pain  so  severe  as  to  prevent 
him  from  sleeping.  No  shivering,  no  headache.  Diarrhoea 
one  day.     Temp.  102°.     Urine  acid,  albumen  |. 

July  3,  12  (midnight). — Patient  weak.  In  much  pain  and 
Tinable  to  sleep.  Pain  in  right  elbow  and  knee.  Abdomen 
distended,  no  special  tenderness.  Diarrhoea  very  profuse, 
eleven  motions  during  the  day.  Stools  very  liquid,  of  a  light 
colour. 

July  4,  tongue  dry,  brown.  Pain  still  very  severe  in  hands, 
much  better  in  feet  and  ankles.  Slept  pretty  well  after  twenty 
minims  of  Tinct.  Opii.  11.30  p.m. — Patient  become  quite 
cold,  delirious  all  the  evening.  Pulse  140,  small,  soft,  and  very 
weak.     Passed  motions  involuntarily.     Died  July  5  at  6  a.m. 

Autopsy  thirty-two  hours  after  death. — Syphilitic  disease 
of  larynx,  &c.  Body  emaciated.  There  is  a  tracheotomy 
opening  over  against  the  first  rings  of  the  trachea.  On 
removing  the  larynx,  trachea,  and  thoracic  viscera  a  constric- 
tion of  the  tracheo-laryngeal  junction  is  revealed ;  this  aperture 
admits  a  No.  12  catheter ;  above  the  point  of  constriction  the 
mucous  membrane  appears  to  be  quite  normal ;  below,  however, 
it  is  very  much  thickened,  of  a  dark  chocolate  colour,  and  its 
surface  bathed  by  a  thick  layer  of  yellow  pus.  The  right 
cricoid  cartilage  is  partially  absent.     There  are   some   old 
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adhesions  of  the  left  pleural  surfaces.  The  right  pleural 
surfaces  are  intimately  united  throughout.  The  apices  of  both 
lungs  are  indurated  and  the  seat  of  miliary  tubercle^  the  pul- 
monary tissue  generally  is  oedematous.  The  left  bronchus  is 
somewhat  narrowed  at  its  origin,  but  not  to  an  extent  suffi- 
cient to  influence  the  lung.  Heart  10^  oz.,  pericardium  normal, 
valves  normal,  tissue  normal. 

There  are  many  slight  perihepatic  and  perisplenic  adhesions. 
The  liver  weighs  128  oz. ;  in  its  substance  are  several  calcareous 
nodules  of  small  size.  It  is  a  marked  example  of  the  fatty  and 
lardaceous  degeneration.  The  gall-bladder  is  large  and  filled 
with  a  thick  brownish  yellow  viscid  bile. 

Having  brought  forward  this  case  on  a  previous  occasion 
with  an  erroneous  title  it  was  clearly  my  duty  to  take  an 
opportunity  of  correcting  the  mistake. 

The  case  disappointed  me  greatly  as  it  promised  to  be  a 
most  favorable  one  for  dilatation  by  Schroetter's  process,  but 
the  very  next  day  after  the  admission  of  the  patient  into  the 
hospital  he  was  taken  so  severely  ill  that  it  was  impossible  to 
persevere  with  the  dilatation  I  had  commenced  while  he  was 
attending  as  an  out-patient. 

Then  the  nature  of  this  malady  was  very  puzzling.  The 
pains  he  complained  of  at  first  were  clearly  periosteal,  so  that 
the  syphilitic  nature  of  his  affection  became  clear ;  but  from 
the  bones  the  pain  extended  to  one  joint  after  another  with  a 
considerable  effusion,  and  this  was  followed  by  swellings  in  the 
Bubstance  of  the  muscles  which  were  painful  and  very  tender. 
As  these  cleared  up  under  the  influence  of  full  doses  of  iodide 
of  potassium  I  take  it  that  they  were  of  a  gummatous  nature. 
What  struck  me  as  peculiar  was  the  extremely  erratic  nature 
of  the  joint  affection  and  the  rapid  development  of  the  tumours 
in  the  muscles. 
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XXXIII. — A   Case    of  Tuberculous    Tumours    of   the 
Larynx.     By  Peecy  Kidd,  M.D.     Bead  April  18, 

1884. 

CHAELES  L.,  aet  50,  by  occupation  a  porter,  came  to  me  as 
an  out-patient  at  the  Brompton  Hospital  in  August,  1882, 
with  the  following  history  : 

For  the  last  two  years  the  patient  has  suffered  with  winter 
cough,  but  eight  months  ago  his  cough  became  aggravated, 
his  voice  became  hoarse,  and  he  noticed  that  his  breath  was 
short  on  slight  exertion.  These  symptoms  have  persisted  ever 
since  and  have  been  accompanied  by  scanty  expectoration, 
indigestion,  and  wasting.  No  haemoptysis  or  night  sweats  at 
any  time. 

The  patient  has  had  measles,  scarlet  fever,  and  gonorrhoea 
in  his  youth,  but  no  other  illness.     His  family  history  is  good. 

The  patient  was  a  somewhat  cachectic  looking  man,  of  sallow 
complexion  but  of  large  frame.  Breathing  oppressed  and 
slightly  stridulous.  Chest  large  and  well  made ;  on  the  left 
side  there  was  defective  movement  at  the  upper  part,  with 
slight  dulness  but  marked  sense  of  resistance  to  percussion, 
extending  from  the  apex  to  the  third  rib  in  front,  and  corre- 
sponding to  the  upper  third  posteriorly;  the  dulness  reached  as 
far  forward  as  the  mid-sternal  line.  Over  this  area  both  in 
front  and  behind,  vocal  fremitus  and  resonance  were  markedly 
increased  and  there  was  harsh  bronchial  breathing,  but  no 
rales  of  any  description ;  chest  otherwise  natural. 

Larynx  of  normal  appearance  with  the  exception  of  the 
vocal  cords;  over  the  left  "processus  vocalis,''  there  was  a 
rounded  tumour  of  pinkish  grey  colour  and  somewhat  uneven 
surface  about  the  size  of  a  small  pea.  On  the  corresponding 
part  of  the  right  vocal  cord  there  was  a  slight  pinkish  promi- 
nence, but  nothing  amounting  to  a  tumour. 

There  was  no  trace  of  ulceration  to  be  seen  in  the  larynx. 
The  movement  of  the  left  vocal  cord  seemed  to  be  slightly  inter- 
fered with,  owing  to  the  presence  of  the  small  tumour,  both 
abduction  and  adduction  being  somewhat  imperfect.  Urine 
acid,  sp.  gr.  1013,  no  albumen.  The  precise  diagnosis  of  the 
case  was  somewhat  uncertain. 

The  circumscribed  nature  of  the  laryngeal  tumour  and  its 
position  at  the  posterior  extremity  of  the  vocal  cord  did  not 
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seem  to  agree  witli  the  ordinary  characters  of  malignant  or  other 
tumours  of  the  larynx.  And  although  he  had  suffered  from 
distinct  chest  symptoms  for  eight  months,  the  physical  signs 
pointed  to  consolidation  of  the  upper  part  of  one  lung  without 
giving  any  evidence  of  softening  or  excavation.  These  facts 
suggested  the  possibility  of  there  being  some  intra-thoracic 
new  growth  coexisting  with  a  laryngeal  tumour  of  anomalous 
character.  For  some  weeks  the  patient  improved  in  general 
health  under  tonics  and  sedative  inhalations,  although  there 
was  a  gradual  but  slight  increase  in  size  of  the  laryngeal 
tumour.  Seven  weeks  after  his  first  visit  it  was  noted  that  the 
prominence  over  the  right  "  processus  vocalis  "  was  now  repre- 
sented by  a  spherical  tumour,  almost  exactly  like  that  on  the 
left  vocal  cord,  both  being  of  the  size  of  an  ordinary  pea,  and 
of  a  pinkish  grey  colour.  There  was  no  ulceration  over  either 
tumour,  but  a  small  superficial  ulcer  was  seen  on  the  laryngeal 
surface  of  the  epiglottis.  There  was  now  some  slight  stenosis 
of  the  glottis,  owing  to  the  mechanical  interference  with  the 
action  of  the  vocal  cords.  With  regard  to  the  chest,  scanty 
obscure  small  rales  were  heard  for  the  first  time  under  the 
left  clavicle  on  coughing,  other  signs  as  before.  Faint 
bronchial  breathing  was  heard  at  the  right  apex  also,  but  in 
the  absence  of  other  physical  signs  was  attributed  to  the 
laryngeal  stenosis. 

For  the  next  month  there  was  no  further  change  in  the 
condition  of  the  larynx  or  chest  except  that  the  rales  under 
the  left  clavicle  were  very  variable,  and,  at  the  best,  were  very 
obscure  and  scanty. 

On  October  13,  about  ten  weeks  after  I  first  saw  him,  I 
found  the  physical  signs  in  the  chest  unaltered,  no  rales  being 
heard.  But  a  laryngoscopic  examination  showed  that  there  was 
now  swelling  of  the  aryepiglottic  folds  without  any  other  change 
in  the  laryngeal  condition.  The  tumours  presented  the  same 
appearances.  After  having  been  examined  the  patient  was 
seized  suddenly  with  a  spasmodic  laryngeal  attack  and  wa.s 
admitted  into  the  hospital  under  the  care  of  Dr.  Reginald 
Thompson. 

Sedative  inhalations  and  rest  in  bed  in  a  warm  room  soon 
removed  all  immediate  danger.  But  although  he  had  only 
very  occasional  and  trifling  spasmodic  seizures  after  this,  he 
always  suffered  a  good  deal  from  dysphagia  and  shortness  of 
breath  for  the  three  months  he  remained  in  the  hospital.  Dr. 
Reginald  Thompson,  who  kindly  gave  me  the  opportunity  of 
examining  the  patient  frequently,  thought  that  in  addition  to 
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the  laryngeal  growths  there  was  some  dilatation  or  aneurism 
of  the  aorta,  which  view  was  to  some  extent  justified  subse- 
quently. This  opinion  was  based  on  the  fact  that  the  aortic 
second  sound  was  much  accentuated,  and  from  time  to  time 
a  short  systolic  murmur  was  heard  in  the  left  subclavian  region. 
This  murmurwas  not  constant,however;  the  laryngeal  condition 
varied  slightly,  the  tumours  remained  unaltered  and  showed 
no  tendency  to  ulcerate.  The  extent  of  the  swelling  of  the 
aryepiglottic  folds  varied  somewhat,  but  was  never  a  source  of 
danger.  The  patient  was  discharged  in  February,  1883,  hia 
condition  having  become  stationary.  Yarious  tonics,  expecto- 
rants, and  iodide  of  potassium  were  given  during  his  stay  in 
the  hospital  with  no  material  effect.  A  few  weeks  after  he 
left  the  hospital  he  came  again  to  me  as  an  out-patient.  He 
had  evidently  wasted  rapidly,  his  breathing  was  laboured  and 
distinctly  stridulous,  and  there  was  complete  aphonia.  The 
only  change  in  the  state  of  the  larynx  was  that  the  aryepiglottic 
folds  were  so  swollen  as  to  produce  considerable  obstruction 
of  the  glottis.  The  tumours  on  the  vocal  cords  had  not  altered 
in  any  way.  There  was  no  trace  of  ulceration.  Well-marked 
signs  of  excavation  were  now  found  at  the  upper  part  of  the 
left  lung,  and  some  moist  rales  were  also  heard  at  the  right 
apex.  Although  it  was  now  clear  that  the  patient  had 
destructive  disease  of  the  lung,  the  nature  of  the  laryngeal 
tumours  still  remained  a  puzzle. 

The  patient  was  readmitted  into  the  hospital  on  March  13, 
his  condition  being  worse  in  every  way.  During  the  few 
remaining  weeks  of  his  life  there  is  little  to  note  beyond  the 
appearance  of  physical  signs  of  excavation  at  the  right  apex, 
increasing  laryngeal  stenosis  from  swelling  of  the  aryepiglottic 
folds,  and  progressive  weakness,  wasting  and  shortness  of 
breath.  For  a  few  days  before  death  he  had  some  spasmodic 
laryngeal  attacks,  during  one  of  which  tracheotomy  was 
performed  when  he  was  nearly  moribund.  Temporary  relief 
was  obtained,  but  he  sank  two  days  after  the  operation. 

The  following  is  a  summary  of  the  post-mortem  examination : 

Dense  pleural  adhesions  on  both  sides,  especially  over  left 
upper  lobe. 

Larynx. — Epiglottis  and  aryepiglottic  folds  pale  and  much 
swollen,  but  not  ulcerated.  Extensive  ulceration  of  the  whole 
posterior  wall,  extending  downwards  into  the  subglottic  region. 
Large  sprouting  granulations  are  seen  amidst  the  ulceration 
with  numerous  submiliary  nodules.  Yocal  cords  not  ulcerated, 
but  on  the  "  processus  vocalis  "  on  either  side  is  seated  a  firm 
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spherical  tumour  of  tlie  size  of  a  pea.  No  ulceration  of  the 
surface  of  the  tumours. 

Trachea  shows  extensive  ulceration  studded  with  abundant 
miliary  nodules. 

Lungs. — Left,  upper  part  deeply  pigmented  and  contains 
numerous  large  cavities  with  very  dense  fibroid  walls,  also 
some  small  sloughing  vomicaa  and  abundant  moist  caseous 
nodules.  The  lower  part  of  the  lung  shows  similar  but  less 
advanced  changes.  Right  lung  pigmented,  but  more  or  less 
crepitant  generally,  a  few  small  cavities  in  the  upper  lobe  with 
numerous  caseous  nodules  and  groups  of  miliary  tubercles. 

Heart. — 9  oz.  in  weight.  Right  side  somewhat  dilated. 
No  other  change.  Aorta  throughout  atheromatous  ;  aortic  arch 
much  dilated.  Point  of  origin  of  the  left  carotid  artery  much 
narrowed  by  an  incomplete  atheromatous  ring. 

Kidneys. — 7^  oz.  in  weight,  contracted  and  granular. 
Capsules  adherent. 

Liver. — i  lbs.  1  oz.  in  weight,  fatty.  Large  intestine 
contained  scattered  small  circular  ulcers  with  thickened  edges 
and  showing  miliary  nodules  in  their  base. 

No  ulceration  of  the  small  intestine.     Other  organs  healthy. 

The  account  of  the  autopsy  speaks  for  itself  and  requires 
little  comment.  Pulmonary  phthisis,  tubercular  ulceration  of 
the  larynx,  trachea,  and  large  intestine,  atheroma  and  dilata- 
tion of  the  aorta,  granular  kidney  and  fatty  liver ;  these  were 
the  pathological  processes  in  the  main. 

The  nature  of  the  laryngeal  tumour  was  still  uncertain,  for 
their  naked  eye  appearances  were  certainly  not  characteristic. 
The  microscopical  examination,  after  staining  with  the  Weigert- 
Ehrlich  solution  of  fuchsin  and  with  methylene  blue,  gave  the 
following  results  : 

The  tumours  seem  to  spring  from  the  outer  or  lateral  aspect 
of  the  inter-arytenoid  fold,  although  lying  so  closely  on  the 
"  processus  vocalis  "  as  to  give  the  impression  that  this  was  their 
point  of  origin.  The  presence  of  traces  of  mucous  glands  in 
the  base  of  the  tumours  confirmed  this  idea.  The  tumours 
were  covered  almost  throughout  with  a  laminated  epithelium, 
though  in  places  this  was  partially  or  wholly  detached.  There 
was  no  distinct  ulceration  to  be  seen.  Well-marked  papillae 
projected  into  the  epithelium  from  below,  giving  the  surface  a 
somewhat  uneven  appearance.  Beneath  the  epithelium  were 
numerous  small  spherical  collections  of  cells  resembling  miliary 
tubercles,  some  of  which  were  beginning  to  caseate.  There 
was  also  an  almost  uniform  cellular  infiltration  of  the  papillary 
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processes  of  the  mucous  membrane  and  to  a  less  extent  of  the 
submucous  tissue.  No  giant-cells  were  seen^  but  in  other 
respects  the  cellular  infiltration  and  accumulations  had  a 
tuberculous  character.  Tubercle  bacilli,  stained  red^  were 
found  in  immense  numbers  both  in  the  miliary  tubercles  and  in 
the  general  cellular  infiltration.  The  bacilli  were  most  plentiful 
in  those  tubercles  that  were  beginning  to  undergo  caseation. 
They  were  less  constant  in  the  cellular  infiltration,  their 
distribution  being  somewhat  capricious.  The  tumours  seemed 
therefore  to  consist  of  a  local  tuberculous  outgrowth  of  the 
mucous  membrane. 

Although  complicated  with  ulceration  during  the  later 
stages  of  the  disease  it  is  certain,  I  think,  that  the  tumours 
developed  before  there  was  any  trace  of  ulceration.  Their 
persistence  for  a  period  of  nearly  nine  months  without  under- 
going any  destructive  changes  must  be  considered  an  unusual 
occurrence  in  the  history  of  tuberculous  affections  of  the  larynx. 
In  the  Wiener  Med.  Presse  April  8,  1883,  Schnitzler  gives  a 
brief  description  of  the  case  of  a  young  man  who  came  to  him 
with  cough,  hoarseness,  and  urgent  dyspnoea.  The  patient,  who 
was  the  subject  of  pulmonary  phthisis,  presented  a  remarkable 
condition  of  the  larynx.  Multiple  tumours,  varying  in  size  from 
a  bean  to  a  hazel  nut,  were  seen  to  project  into  the  cavity  of 
the  larynx  springing  from  the  ventricles  of  Morgagni.  The 
dyspnoea,  caused  by  this  obstruction  of  the  larynx,  was  so  great 
that  tracheotomy  had  to  be  performed.  Schnitzler  subse- 
quently removed  all  the  tumours  with  the  guillotine  at  successive 
sittings,  to  the  great  relief  of  the  patient,  whose  condition  was 
so  much  improved  that  he  was  able  to  return  from  Vienna  to 
Russia.  A  miscroscopical  examination  showed  that  the  tumours 
consisted  of  aggregations  of  miliary  tubercles. 

Schnitzler  made  the  diagnosis  of  tuberculous  tumours  in 
the  first  instance.  He  remarks  that  tuberculous  tumours  are 
very  rarely  seen  at  post-mortem  examinations  and  have  never 
been  recognised  during  life  by  any  other  observer.  I  have 
been  unable  to  find  any  account  of  such  tuberculous  tumours 
of  the  larynx,  pathological  and  clinical  authorities  alike  being 
silent  on  the  subject. 

It  would  seem  then  from  Schnitzler's  and  my  own  case  that 
actual  tumours  of  a  tuberculous  character  may  develop  in  the 
larynx,  and  unless  their  existence  be  kept  in  mind  they  may 
give  rise,  as  in  my  case,  to  much  uncertainty  of  diagnosis. 
The  present  case,  therefore,  is  not  only  of  great  pathological 
interest,  but  has  also  considerable  clinical  importance. 
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XXXIY. — Three  Cases  of  Excision  of  the  Bedum  for 
Cancer.  By  "W.  Haerison  Ceipps.  Head  April 
18,  1884. 

CASE  1. — Mrs. ,  ast.  65,  came  under  my  care  in  Novem- 
ber, 1882,  and  gave  the  following'  history.  Eighteen 
months  previously  she  first  noticed  a  slight  discomfort  about 
the  rectum  with  small  intermittent  haemorrhages.  Believing 
her  disease  to  be  piles,  she  had  not  sought  advice.  Eor  the 
last  six  months  she  had  been  only  able  to  pass  her  motions 
with  difficulty  and  straining,  accompanied  by  severe  pain  lasting 
many  hours  of  the  day.  She  had  also  been  losing  much  flesh. 
On  examination  the  anus  was  normal,  but  on  passing  the  finger 
into  the  bowel  the  disease  could  be  felt  commencing  two  inches 
from  the  anal  orifice  extending  upwards  to  a  height  of  four 
inches.  It  involved  three  fourths  of  the  circumference  of  the 
bowel,  a  portion  of  the  posterior  wall  alone  remaining  free. 
The  upper  limit  of  the  growth  could  only  be  felt  by  passing 
two  fingers  into  the  bowel  and  telling  the  patient  to  bear  down. 
The  centre  of  the  growth  was  deeply  ulcerated,  the  margins 
being  raised  and  the  mucous  membrane  tucked  over  the  border. 
Notwithstanding  the  height  to  which  the  disease  extended, 
the  bowel  moved  freely  on  the  surrounding  parts.  The  uterus, 
small  and  shrivelled,  could  be  clearly  felt  through  the  rectum 
between  the  anus  and  the  lower  border  of  the  disease.  Indeed, 
at  first  it  was  mistaken  for  a  nodule  of  cancer  in  the  recto- 
vaginal septum.  Owing  to  the  height  of  the  disease,  I  rather 
advised  against  an  operation  on  the  ground  of  the  immediate 
risk  to  life  involved.  However,  after  consideration,  the  patient 
and  her  friends  decided  that  the  operation  should  be  under- 
taken. 

With  the  assistance  of  Mr.  Butlin  I  operated  in  the  early 
part  of  November,  1882.  A  little  careful  dissection  was  required 
to  separate  the  anus  from  the  vagina  at  their  orifices,  but  after 
this  the  rectum  was  readily  separated  from  the  vagina  by  the 
finger  and  a  few  touches  with  the  knife.  At  two  and  a  half 
inches  the  anterior  wall  of  the  rectum  again  became  adherent. 
This  was  at  the  site  of  the  reflected  recto- vaginal  pouch.  After 
a  quarter  of  an  inch  of  very  careful  dissection  the  bowel  again 


160  Mr.  Cripps's  Cases  of  Excision  of  the  Rectum  for  Cancer. 

stripped  readily  from  tlie  parts  in  front.  It  could  then  be 
seen  that  the  bowel  was  being  stripped  from  the  peritoneal 
membrane,  which  was  bulged  down  as  a  globular  swelling  with 
the  intestines  inside.  The  bowel  was  separated  half  an  inch 
beyond  the  disease  and  then  cut  off  transversely  in  two  por- 
tions ;  the  peritoneum  was  not  wounded.  The  part  of  the 
bowel  removed  measured  about  four  and  a  half  inches  on  the 
anterior  wall  and  an  inch  less  on  the  posterior.  Not  much 
blood  was  lost ;  the  patient,  however,  suffered  much  from  shock, 
a  condition  causing  anxiety  for  twenty-four  hours,  after  which 
time  she  did  well. 

As  the  wound  began  to  heal,  a  marked  contraction  com- 
menced at  the  point  where  the  bowel  had  been  cut  off,  but  at 
the  same  time  the  bowel  appeared  to  be  drawn  slowly  down- 
wards towards  the  anus.  Much  care  was  taken  by  the  use  of 
a  conical  bougie  to  prevent  further  contraction  of  the  bowel. 
Nevertheless,  on  returning  home  six  weeks  after  the  operation 
there  was  a  considerable  amount  of  contraction,  and  she  was 
advised  to  continue  the  daily  use  of  the  bougie. 

Eleven  months  after  the  operation  Dr.  Ransome,  her 
medical  man,  kindly  wrote  to  me  saying  he  had  examined  the 
patient  and  was  unable  to  detect  any  symptoms  of  return 
of  the  disease.  But  the  contraction  had  continued  and 
she  suffered  severely  from  the  stricture  thus  caused.  I 
advised  that  an  attempt  should  be  made  to  remedy  this  by  an 
incision, 

A  few  days  ago  (April,  1884)  I  had  a  letter  from  the 
patient's  son  informing  me  that  the  disease  had  reappeared  at 
the  anus. 

Case  2. — J.  H.,  aet.  68,  was  admitted  into  St.  Bartholomew's 
Hospital  October  12,  1882.  He  had  always  been  well  until 
two  years  previously,  when  he  first  noticed  some  obstruction 
to  the  passage  of  faeces,  not  accompanied  by  pain,  but  by  a 
sense  of  pressure.  Three  months  before  admission  a  slight 
discharge  of  blood  from  the  rectum  commenced  and  he  was 
much  troubled  with  tenesmus,  requiring  to  go  to  the  closet  ten 
or  twelve  times  a  day,  passing  a  considerable  quantity  of  dark 
stained  discharge. 

His  general  health  has  been  good,  but  lately  he  has  lost 
flesh,  and  has  felt  weak  and  ill,  a  condition  he  attributes  to 
the  loss  of  blood.  On  examination  by  the  rectum  a  hard 
irregular  and  nodulated  mass  could  be  felt  on  the  anterior  and 
right  wall  of  the  bowel,  its  upper  border  being  two  and  three 
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quarters  of  an  inch  from  the  anus.  The  portion  of  the  bowel 
in  which  the  disease  was  situated  was  still  fairly  movable. 

On  October  14,  1882,  I  removed  the  diseased  portion  of 
the  bowel.  The  bleeding  was  sharp,  but  easily  controlled. 
An  hour  after  I  left  the  hospital  a  sharp  attack  of  hfemorrhage 
took  place  which  was  stopped  by  Mr.  Howe,  our  house  surgeon, 
by  plugging  the  wound  with  a  sponge.  He  passed  a  restless 
night  attempting  to  get  out  of  bed. 

October  15. — Looks  much  blanched,  pulse  97,  ordered  half 
a  grain  of  opium  every  six  hours,  essence  of  beef  and  milk  to 
be  freely  administered. 

October  16. — Much  better  to-day.  All  symptoms  of  shock 
passed  off,  T  bandage  removed,  the  sponge  plug  being  left  in 
situ  after  being  thoroughly  syringed  with  carbolic  acid  lotion. 
After  this  the  patient  continued  to  do  well  with  the  exception 
of  much  trouble  with  his  bladder  from  enlarged  prostate  neces- 
sitating the  frequent  use  of  the  catheter.  He  was  discharged 
from  the  hospital  in  December,  1882,  in  a  fairly  satisfactory 
condition.  The  wound  had  healed,  he  had  no  pain  about  the 
bowel,  and  in  fact  was  quite  relieved  from  all  his  local  sym- 
ptoms. But  he  was  still  weak,  and  had  not  complete  control 
over  his  motions.  He  was  furnished  with  a  bougie,  and  told 
to  report  himself  if  bleeding  or  pain  reappeared.  In  answer 
to  my  subsequent  inquiries  as  to  this  patient,  I  received  the 
following  letter  from  Mr.  Harrison,  his  medical  attendant : 

Nov.,  1883. 
"  Dear  Sir, — I  fully  intended  to  report  to  you  the  condition 
of  H.  at  the  end  of  the  year,  that  is  next  month,  and  I  am  very 
pleased  to  tell  you  that  he  is  alive  and  comparatively  comfort- 
able, his  only  trouble  being — which,  however,  is  no  small  one — 
an  inability  to  retain  completely  the  faeces.  There  is  nearly 
always  some  escape,  but  then,  unfortunately,  although  there  is 
not  positively  diarrhoea,  the  feeces  are  generally  soft.  The  anal 
opening  is  ring-like  with  a  thin  edge,  and  it  does  not  contract 
on  the  finger  when  it  is  introduced.  I  cannot  discover  by 
examination  any  return  of  the  disease ;  the  result  of  the  opera- 
tion therefore  is  certainly  very  satisfactory. 

Believe  me. 

Yours  faithfully, 

J.  Harrison. 

I  may  add  that,  a  few  weeks  ago  (April,  1884)  I  examined 
my  patient;  he  was  suffering  greatly  from  his  prostatic  troubles. 
There  was  considerable  hardness   over  the  prostate,  but   no 
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ulceration.  I  fear,  however,  that  he  is  quickly  breaking  up 
rather  from  bladder  complications  than  from  any  rectal 
trouble. 

Case  3. — Miss  D.,  a  single  lady,  get.  45,  had  always 
enjoyed  good  health  until  towards  the  end  of  1879.  She  then 
for  the  first  time  noticed  a  slight  amount  of  blood  in  the 
motions,  and  suffered  considerable  pain  at  times.  She  was 
treated  for  some  time  as  suffering  from  piles,  but  grew  worse, 
the  pain  increasing,  and  there  was  a  profuse  discharge  of 
matter.  In  July,  1880,  she  consulted  Dr.  Matthews  Duncan, 
who,  recognising  the  nature  of  her  illness,  kindly  advised  her 
to  consult  me. 

At  this  time  she  had  lost  flesh  considerably  and  had  a 
sallow  complexion.  The  pain  had  become  much  worse  lately, 
and  she  was  tormented  with  a  frequent  desire  to  pass  a  motion, 
which  generally  only  resulted  in  some  blood-stained  discharge. 
Upon  examination  the  anus  outside  appeared  normal,  but  a 
hardness  could  be  felt  in  the  left  ischio-rectal  fossa,  and  pres- 
sure on  this  spot  was  painful. 

By  drawing  the  sides  of  the  anus  apart,  a  small  portion  of 
growth  could  be  seen  protruding  from  the  bowel  on  the  left 
side.  Upon  introducing  the  finger  into  the  anus  there  was 
found  to  be  a  hard  mass  occupying  the  left  side  of  the  anus, 
and  apparently  filling  the  ischio-rectal  fossa.  On  the  surface 
of  the  tumour  towards  the  rectum  was  a  deep  crater-like 
depression ;  the  growth  at  the  margin  of  the  depression  was 
somewhat  raised  above  the  mucous  membrane.  The  upper 
border  of  the  growth  was  two  and  a  half  inches  from  the  anus, 
and  it  occupied  about  one  half  the  circumference  of  the 
bowel. 

July  28,  1880. — The  patient  being  placed  in  the  lithotomy 
position,  and  ether  being  administered  by  Mr.  Mills,  I  per- 
formed the  following  operation  : 

I  divided  the  bowel  back  to  the  coccyx,  keeping  a  little  to 
the  right  of  the  middle  line.  I  then  made  a  semicircular  inci- 
sion, just  at  the  junction  of  the  mucous  membrane,  with  the 
skin  round  the  left  side  to  half  an  inch  beyond  the  middle  line 
of  the  anterior  surface  of  the  bowel.  As  usual  in  these  cases, 
the  separation  of  the  bowel  and  tumour  from  the  ischio-rectal 
fossa  was  easily  accomplished  by  the  finger,  assisted  by  a  few 
snips  with  the  scissors;  careful  dissection  was  required  to 
separate  the  anterior  surface  of  the  bowel  from  the  posterior 
wall  of  the  vagina.     After  carrying  this  dissection  well  across 
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the  middle  line  I  divided  tlie  bowel  with  scissors  by  a  longitu- 
dinal incision  three  inches  in  length. 

By  this  means  a  portion  of  the  rectum,  involving  two  thirds 
of  its  circumference,  and  in  which  was  included  the  morbid 
growth,  was  isolated  from  its  connections,  forming  a  flap 
connected  only  by  its  upper  border.  The  mass  was  then 
forcibly  drawn  downwards,  a  loop  of  a  wire  ecraseur  passed 
over  it,  and  the  section  of  the  upper  border  made  at  a 
height  of  three  inches.  The  portion  thus  removed  was 
rectangular  in  shape,  three  inches  long  by  two  and  a 
half  wide.  When  spread  out,  there  was  from  a  quarter  to 
half  an  inch  of  the  healthy  mucous  membrane  all  round  the 
growth.  The  disease  itself  had  extended  into  the  ischio-rectal 
fossa  to  the  depth  of  three  quarters  of  an  inch.  The  growth 
towards  the  bowel  was  deeply  ulcerated  in  the  centre.  At  the 
margins  the  growth  appeared  to  be  insinuating  itself  between 
the  muscular  and  mucous  coats,  lifting  up  the  latter  so  as  to 
form  a  ring-like  elevation.  From  the  lower  border  were 
growing  two  fungating  masses.  Beneath  the  microscope  the 
specimen  proved  to  be  a  beautiful  example  of  adenoid  cancer. 

The  patient  convalesced  without  a  single  bad  symptom, 
her  only  trouble  being  her  inability  to  pass  water  for  ten 
days. 

By  August  18,  she  was  sufficiently  convalescent  to  go  to 
Bournemouth,  but  had  only  slight  control  over  the  motions. 
The  following  notes  complete  the  case : 

October  30,  1880. — The  wound  has  perfectly  healed,  and 
she  has  little  or  no  trouble  as  regards  retention.  There  is  no 
sign  of  any  return  of  the  disease,  but  there  is  a  tendency 
to  contraction  of  the  anal  orifice.  She  was  at  once  advised  to 
pass  a  full-sized  bougie  daily. 

April,  1882. — I  examined  the  patient,  and  there  was  no 
sign  of  any  return  of  the  disease.  The  part  all  feels  perfectly 
supple  and  normal,  there  is  scarcely  any  contraction,  and  she 
feels  perfectly  strong  and  well,  and  has  become  quite  stout, 

September  26,  1883  (three  years  after  the  operation). — I 
received  the  following  letter  : 

"  My  dear  Sir, — I  am  very  thankful  to  say,  in  reply  to  your 
inquiry,  that  I  am  still  perfectly  free  from  any  appearance  of 
cancer.  There  is  no  pain  whatever  in  any  part,  and  no  weak- 
ness ;  indeed  nothing  at  all  that  I  could  in  any  way  complain 
of.  The  contraction  is  not  sufficient  to  necessitate  the  use  of 
the  instrument  you  furnished  me  with,  and  I  have  discontinued 
its  use  for  nearly  a  twelvemonth. 
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"  My  general  health  is  as  good  as  ever,  and  I  always  feel 
deeply  indebted  for  the  relief  that  I  have  experienced." 

The  two  first  cases  narrated  are  of  interest,  the  one  on 
account  of  the  advanced  age  of  the  patient,  and  the  other  from 
the  height  to  which  the  disease  had  extended.  In  the  latter 
case  the  operation  was  a  very  severe  one,  and  the  subsequent 
contraction  was  no  doubt  in  great  measure  due  to  the  extent 
of  bowel  removed.  In  this  case  I  recommended,  if  the  con- 
traction could  not  be  overcome  by  posterior  incision  through 
the  constricted  part,  that  colotomy  should  be  performed,  for  I 
believed  that  by  such  an  operation  the  patient's  life  might  be 
prolonged  in  comfort. 

Contraction  of  the  part,  when  the  whole  calibre  of  the  bowel 
is  removed,  often  becomes  a  troublesome  complication,  but  if 
during  the  operation  even  a  portion  of  healthy  mucous 
membrane  can  be  saved  it  is  exceptional  for  serious  con- 
traction to  occur.     This  is  well  illustrated  in  Cases  2  and  3. 

Having  recently  published  in  the  Jacksonian  prize  essay  a 
full  account  of  the  operation  for  removal  of  the  lower  end  of 
the  bowel,  and  described  the  kind  of  cases  to  which,  in  my 
opinion,  this  operation  is  applicable,  I  need  not  here  further 
enter  upon  the  subject.  Considering  that  it  is  only  a  few 
years  since  excision  of  the  rectum  was  strongly  condemned 
in  this  country,  it  is  gratifying  to  see  the  change  of  views 
which  has  been  gradually  established  in  this  respect,  and 
to  observe  the  success  which  follows  treatment  by  excision  in 
carefully  selected  cases. 

In  some  instances  the  results  from  operation  are  disappoint- 
ing, for  the  disease  may  quickly  return ;  but  I  believe  that 
experience  will  show  that  when  cancer  can  be  thoroughly 
removed  from  the  rectum  the  results  may  be  as  good  as  when 
epithelial  disease  is  removed  from  the  lip  or  scrotum.  In  Case 
No.  3  the  patient  was  completely  relieved  from  a  painful  disease 
which  was  rapidly  destroying  life,  and  is  now,  after  a  lapse  of 
nearly  four  years,  in  good  and  even  vigorous  health.  Such  a 
result  is  by  no  means  unique  in  my  experience,  and  I  know 
that  my  colleagues,  Mr.  Willett  and  Mr.  Baker,  have  had  equally 
successful  cases. 
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XXXY. — A  Remarkable  Case  of  Tubercular  Meningitis. 
By  Angel  Money,  M.D.     Read  April  18,  1884. 

IT  miglit  be  said  witli  considerable  truth  that  every  case  of 
tubercular  meningitis  is  remarkable.  But  the  case  of  which 
the  following  account  is  a  brief  sketch  presents  certain  fea- 
tures which  are  of  unusual  interest. 

On  the  7th  of  December,  1883,  a  little  baby-girl,  aged  nine 
months,  was  brought  to  the  Hospital  for  Sick  Children  as  an 
out-patient,  where,  as  I  was  in  charge  of  Dr.  Barlow^ s  patients, 
it  first  came  under  my  notice.  The  mother  told  me  that  the 
child  had  had  measles  five  weeks  previously,  but  seemed  to 
have  recovered  and  retained  her  usual  health  till  the  morning 
of  November  27,  when  she  had  a  fit  in  which  her  eyes  turned 
strangely  and  since  which  time  she  did  not  seem  well.  Shortly 
after  the  fit  the  left  arm  and  leg  were  found  to  be  completely 
paralysed.  When  she  was  first  seen  I  confirmed  the  mother's 
statement  that  there  was  complete  left  hemiplegia.  The  face 
was  but  little  if  at  all  affected,  and  there  was  no  squint.  The 
knee-jerk  was  readily  obtained  on  both  sides  and  there  was  no 
ankle-clonus.  The  affected  limbs  were  colder  than  the  sound 
ones  and  had  a  pale  blue  colour  whilst  being  examined.  Except 
a  doubtful  scar  near  the  front  of  the  anus  the  child  presented  no 
further  appearance  of  past  or  present  disease.  Its  intelligence 
was,  so  far  as  could  be  judged,  unaffected,  and  the  corporeal 
state  was  decidedly  one  of  great  fatness.  The  father  and 
mother  were  fairly  healthy,  but  there  was  a  history  of  phthisis 
on  the  former's  side.  There  had  been  eight  children  and  no 
miscarriages.  Seven  were  living,  one  had  died  of  scarlet  fever. 
The  patient  was  brought  to  and  fro  to  the  hospital  and  seemed 
to  be  improving  until  December  27,  when  a  series  of  fits 
occurred  and  unconsciousness  set  in.  On  the  same  day  the 
mother  noticed  that  the  left  leg  jerked  to  and  fro  when  touched 
(ankle  clonus).  On  January  1  the  patient  was  seen  at  her 
home  near  King's  Cross.  She  was  then  unconscious,  with 
pupils  moderately  contracted  (2"5  mm.),  they  reacted  slightly 
to  light.  When  the  skin  of  either  arm  or  leg  was  pinched  the 
arm  or  the  leg  was  drawn  away.  The  breathing  was  quiet 
and  regular  as  a  rule,  but  hurried  now  and  again,  and  there 
was  occasionally  deep  sighing.     The  pulse  was  regular,  96. 
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There  was  no  fever,  no  cyanosis,  but  the  surface  of  the  body 
soon  became  cold.  Ankle  clonus  was  obtained  on  both  sides, 
but  much  more  marked  on  the  left.  The  knee-jerk  seemed 
equal  on  both  sides.  The  abdominal  reflexes  were  not  present. 
Nothing  abnormal  was  detected  in  the  heart  or  lungs  unless 
coarse  breathing  be  considered  abnormal.  The  next  day  the 
mother  informed  me  that  the  fits  had  recommenced  at  6  p.m., 
January  1,  and  were  bilateral  in  character  with  flushing  of 
cheeks  and  great  heat  of  skin.  I  took  the  temperature  in  the 
rectum  with  a  registered  thermometer  and  found  it  107°  F.  at 
10.30  A.M. ;  the  lips  were  blue,  the  skin  dry,  hot,  and  pun- 
gent. There  was  complete  relaxation  of  all  the  parts  of  the 
body  and  certainly  no  rigidity  of  the  neck.  Physical  examina- 
tion of  the  lungs  revealed  nothing  of  importance.  Death 
ensued  at  8  p.m. 

The  autopsy  was  made  thirty  hours  later  in  the  presence 
of  my  friend,  Mr.  F.  B.  Eoberts.  The  brain  was  found 
to  be  soft  and  pale,  with  considerable  excess  of  pale  clear 
fluid  in  the  lateral  and  fourth  ventricles,  but  without  gluing 
of  the  cerebellum  to  the  posterior  boundaries  of  the  last- 
named  ventricle.  There  was  much  yellow  thickening  of  the 
meninges  at  the  base  of  the  brain  and  spreading  round  the 
cerebral  peduncles  to  the  apex  of  the  upper  triangular  surface 
of  the  cerebellum,  where  there  was  abundant  abnormal  material. 
Some  notable  thickening  could  be  felt  around  a  large  branch 
of  the  right  middle  cerebral  which  pierced  the  corpus  striatum, 
and  on  section  much  spotty  and  striated  intense  hypersemia 
was  seen  in  the  neighbourhood  of  the  large  arterial  branch, 
which  was  obviously  blocked  with  a  dark-coloured  thrombus. 
There  were  recent  tubercles  in  both  lungs  pretty  generally 
disseminated,  a  few  miliary  tubercles  on  the  surface  of  the 
visceral  pericardium,  and  some  on  and  within  the  spleen,  liver, 
and  kidneys.  A  minute  vegetation  existed  on  the  smaller  flap 
of  the  mitral  valve,  which  was  like  a  bit  of  duckweed,  and  which 
on  being  felt  was  easily  detached  from  its  narrow  base.  With 
the  exception  of  some  pale  firmish  clot  entangled  in  the  meshes 
of  the  columnge  carneee  there  was  nothing  else  to  note  either 
in  the  heart  or  the  rest  of  the  organs.  The  cranium  showed  a 
little  thickening  about  the  peripheral  parts  of  the  frontal  and 
parietal  bones. 

Remarks. — The  difl&culties  of  the  case  from  a  point  of  view 
of  diagnosis  were  unquestionably  great,  rendering  this  impos- 
sible until  the  last  few  days.  Dropping  all  detail,  what  one 
had  to  go  upon  was  hemiplegia  of  sudden  onset  and  tending 
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to  recovery;  unconsciousness  and  convulsions,  pyrexia  on 
tlie  last  day,  sighing  and  hurried  breathing.  Against 
tuberculosis  was  the  fatness  of  the  baby,  which  was  really  a 
notable  feature.  Needless  to  say  I  have  seen  tubercle  in  fat 
children  (post  mortem),  but  it  is  certainly  not  the  rule.  The 
optic  discs  might  have  helped  me,  but  the  baby  was  so  restless 
that  the  one  examination  made  was  unsuccessful.  I  shall  not 
attempt  a  long  discourse  on  this  case,  though  it  is  clear  that  a 
great  deal  might  be  said,  as,  indeed,  volumes  may  always  be 
written  about  a  subject  on  which  but  little  is  actually  known. 
This  is  only  another  view  of  the  well-known  principle  that  the 
extension  increases  as  the  intension  diminishes.  However, 
there  can  be  no  doubt  that  in  children  the  symptoms  and  signs 
of  disease,  i.e.  its  clinical  course,  are  singularly  out  of  propor- 
tion to  the  actual  lesions  present.  A  mass  of  disorganisation 
in  a  child  will  produce  much  fewer  signs  than  an  equal  amount 
of  damage  in  an  adult,  and  the  more  so  the  younger  the  child. 
If  this  proposition  hold  good  all  round,  its  truth  is  nowhere 
more  manifest  than  in  the  central  nervous  system.  It  would 
lead  me  too  far  from  my  present  object  to  enter  into  an 
elaborate  speculation  as  to  the  probable  explanation  of  these 
facts  of  experience.  But  in  a  tentative  way  and  from  a  point 
of  view  of  development  I  do  not  think  an  adequate  hypothesis 
would  be  hard  to  find.  The  presence  of  ankle  clonus  in  an 
infant  who  had  not  walked  is  of  noteworthy  occurrence. 

It  is  perfectly  plain  that  the  hemiplegia  was  caused  by  the 
thrombosis  of  the  large  branch  of  the  right  middle  cerebral 
artery,  and,  as  I  do  not  think  the  thrombosis  depended  on 
embolism,  I  am  led  to  believe  that  the  vessel  became  plugged 
owing  to  the  presence  of  inflammatory  products  and  tubercle 
in  its  immediate  neighbourhood.  This  belief,  if  well  founded, 
would  conclusively  prove  that  the  tubercular  disease  was  in 
full  activity  at  least  thirty-six  days  before  death.  It  gives  us 
no  clue  as  to  how  long  the  meningeal  affection  had  been  in 
existence  altogether.  And  it  may  with  justice  be  said  that  if 
the  hemiplegia  had  not  been  produced  no  symptoms  of  the 
tubercular  meningitis  would  have  been  present  until  five  days 
before  death. 
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XXXYI. — Epithelioma  of  the  Tongue,  involving  the 
Floor  of  the  Mouth,  Left  Tonsil,  and  Soft  Palate ; 
Removal  by  the  Buccal  Operation.  By  F.  J.  Gant. 
Bead  April  25,  1884. 

IN  bringing  the  particulars  of  this  case  before  the  Clinical 
Society  I  am  desirous  of  doing  so  for  two  reasons.  First, 
because  I  believe  that  excision  of  the  tongue  for  otherwise 
incurable  disease,  such  as  epithelioma,  may  be  extended  to 
cases  where  the  disease  involves  also  adjoining  parts  beyond 
the  limits  which  are  generally  recognised  as  fit  conditions  for 
operation ;  and,  secondly,  that  the  buccal  operation  offers  the 
only,  or  the  readiest,  method  of  completely  extirpating  the  dis- 
eased parts  in  this  class  of  cases.  Whether  the  buccal  incision 
should  be  practised  in  all  cases  for  gaining  access  to  the  tongue 
is  a  third  question. 

C.  S.,  a  man  set.  34,  by  occupation  a  painter,  had  not  been 
the  subject  of  any  previous  illness,  nor  was  there  any  family 
history  worthy  of  record.  The  antecedents  also  of  his  present 
condition  are  not  remarkable.  About  three  months  ago  he 
had  a  decayed  molar  tooth  in  the  lower  jaw  on  the  left  side, 
from  which  he  experienced  some  irritation  in  the  tongue. 
A  month  later  he  felt  a  small  hard  lump  in  the  adjoining  part 
of  the  tongue  accompanied  with  much  pain,  which  radiated 
from  this  spot  over  the  head.  This  affection  was  regarded  as 
neuralgic  and  treated  as  such,  but  the  painful  lump  grew,  and 
rather  rapidly,  to  the  size  of  a  Spanish  nut,  attended  with  a 
feeling  of  sorethroat  and  some  difficulty  in  swallowing.  Then 
the  lump  broke  by  the  formation  of  a  small  opening,  which 
gradually  enlarged  and  threw  the  whole  open  into  an  ulcer. 
Finding  himself  in  this  condition,  and  getting  worse,  the  man 
came  under  my  care  at  the  Royal  Free  Hospital,  December 
11,  1883. 

The  ulcer  had  then  spread  to  the  extent  of  half  a  crown  j 
it  was  elevated,  with  an  irregular  surface,  and  the  margin  was 
very  distinctly  indurated,  the  base  also  feeling  equally  hard ; 
so  that  a  mass  could  be  felt  between  the  thumb  and  finger  to 
pass  deeply  into  the  substance  of  the  tongue  near  the  root. 
There  could  be  no  doubt  that  it  was  a  typically  marked  case 
of  lingual  epithelioma.    The  enlarged  tongue  so  filled  the  mouth 
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as  to  preclude  any  further  examination  behind.  But  the  sub- 
lingual and  submaxillary  glands  were  unaffected.  The  general 
health  was  good^  the  patient  bearing  the  aspect  of  one  who 
had  been  half-starved^  and  having  the  wan,  dejected  appear- 
ance of  suffering  and  sleeplessness. 

I  at  once  apprised  him  of  the  nature  of  his  disease,  and  he 
readily  consented  to  any  operation  for  relief.  But  under  the 
circumstances  of  his  general  state,  I  thought  it  prudent  to 
recover  the  patient's  flesh  and  strength  somewhat  before  sub- 
jecting him  to  a  trying  operation ;  and  accordingly  I  kept  him 
for  two  or  three  weeks  on  a  better  selected  and  more  nutri- 
tious diet  than  he  could  have  procured  from  his  own  resources. 
And  the  man  did  rally  considerably  during  even  that  short 
period. 

Then — ether  having  been  administered,  and  anaesthesia 
maintained  by  means  of  Junker's  tube  up  the  nostril — I  pro- 
ceeded to  excise  the  tongue,  employing  the  buccal  incision  to 
reach  the  organ,  as  I  had  originally  practised  some  years  ago. 
Dividing  the  cheek  from  the  angle  of  the  mouth  to  the  lower 
jaw  at  the  junction  of  the  body  and  ramus,  this  incision  was 
sloped  downwards  in  its  course  to  avoid  the  parotid  duct  in  the 
cheek.  The  facial  artery  was  at  once  secured  and  other  bleeding 
points  were  tied  with  catgut  ligature ;  thus  leaving  the  divided 
surfaces  quite  dry  before  removing  the  tongue,  as  any  trickling 
haemorrhage  back  into  the  throat  would  be  inconvenient  if  not 
dangerous  during  excision.  The  mouth  being  kept  open  suffi- 
ciently wide  by  a  gag  on  the  opposite  side,  the  tongue  was 
seized  with  pronged  vulsellum  forceps  and  drawn  well  forward ; 
two  deeply  curved,  strong  needles,  set  in  handles  like  aneu- 
rism needles,  were  passed  underneath  in  the  floor  of  the 
mouth  one  on  either  side  of  the  fraenum,  which  was  snipped 
down  to  the  ranine  veins,  just  to  loosen  the  tongue  for  this 
purpose.  These  needles  were  made  to  emerge  at  the  base 
near  the  epiglottis,  and  were  there  held  in  position  by  an 
assistant.  Then  the  loop  of  a  chain  ecraseur  was  cast  around 
the  base  beyond  the  points  of  the  needles  above,  and  lying 
underneath  them  in  the  floor  of  the  mouth  j  the  tongue  being 
clearly  seen  to  be  thus  embraced  and  ready  for  strangling. 
In  this  adjustment  of  the  needles  and  chain  it  is  assumed  that 
the  epithelioma  is  fully  included,  both  in  depth  and  poste- 
riorly ;  as  the  loop  must  traverse  the  course  of  the  needles 
behind  the  curve.  On  tightening  the  chain  the  ecraseur  was 
worked  slowly,  a  click  a  minute  by  the  watch,  so  as  to  lacerate 
the  vessels  gradually  in  thus  cutting  through  the  base  of  the 
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tongue  and  forwards  towards  the  jaw.  At  the  end  of  thirty- 
five  minutes  the  tongue  was  completely  severed  and  no  bleeding 
followed.  But  then  the  floor  of  the  mouth  was  found  to  be 
involved  yet  more  deeply  by  the  disease  towards  the  epiglottis  ; 
the  left  tonsil  also  was  evidently  epitheliomatous,  and  a  patch 
or  two  appeared  on  the  soft  palate  near  the  pillars  of  the  fauces. 
Accordingly,  these  parts  were  successively  excised;  and, 
as  each  portion  removed  opened  up  a  fresh  area  of  haemorrhage, 
vessels  were  secured  by  catgut,  supplemented  by  the  actual 
cautery,  Paquelin's  instrument  being  very  serviceable  in 
touching  points  otherwise  out  of  reach ;  and  a  deep  recess 
where  the  tonsil  had  been  dissected  out  was  mopped  with 
perchloride  of  iron.  I  may  mention  that  during  the  operation 
of  removing  the  tongue  the  larynx  was  cleared  from  the  intru- 
sion of  blood  by  sponging  with  a  long  forceps,  as  some  oozing 
from  the  cheek  wound  trickled  back ;  and  it  should  be  observed 
that  a  fibrinous  clot  readily  forms  by  the  churning  movement 
of  respiration,  which  is  very  apt  to  slip  into  the  chink  of  the 
glottis,  occasioning  symptoms  of  suffocation. 

When  all  bleeding  was  seen  to  have  ceased,  the  cheek 
incision  was  accurately  adapted  and  closed  by  harelip  pins 
and  sutures.  Commencing  from  the  commissure  three  pins 
sufl&ce,  but  intervening  points  of  tegumentary  suture  will  more 
evenly  close  the  line  between  the  pins.  A  small  opening  may 
be  left  at  the  jaw  in  the  event  of  any  discharge.  But,  as  in 
all  the  cases  where  I  have  performed  the  buccal  operation, 
primary  union  took  place  throughout  the  line  of  incision,  all 
the  pins  having  been  withdrawn  in  the  course  of  a  week.  The 
patient  has  since  progressed  most  favorably. 

The  advantages  of  the  buccal  operation  are,  I  think, 
obvious.  By  thus  gaining  free  access  to  the  tongue,  excision 
is  applicable  in  cases  of  more  extensive,  as  distinguished  from 
more  advanced  disease ;  provided  only  the  whole  of  the  parts 
affected  can  be  removed.  And  this  principle  of  the  opera- 
tion can  be  fulfilled  only  by  means  of  the  buccal  incision. 
The  sub-mental  method  fails  to  reach  even  the  base  of  the 
tongue,  very  readily ;  and  the  oral  operation  may  be  ineligible, 
as  a  possibly  incomplete  procedure.  Syme's  extensive  opera- 
tion— by  division  of  the  jaw-symphysis,  lays  the  mouth  open, 
indeed,  and  so  as  to  include  the  floor  under  the  tongue  if 
necessary ;  but  the  serious  complication  of  a  compound  frac- 
ture, as  it  were,  of  the  jaw  places  this  method  almost  out  of 
legitimate  consideration.  The  buccal  incision  is  the  one 
method  of  operation  which  provides  free  access  to  the  tongue, 
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and  without  any  operative  complication.  If,  as  in  the  case 
the  particulars  of  which  I  have  related,  other  parts  were  known 
to  be  involved,  the  buccal  method  would  be  alone  eligible. 
Lastly,  as  it  is  impossible  to  discover  the  full  extent  of  the 
disease  prior  to  the  disclosure  during  operation,  I  venture  to 
think  that  the  buccal  incision  may  perhaps  be  deemed  the 
only  operation  which  should  be  practised  for  excision  of  the 
tongue ;  in  order  thus  to  include  other  parts  with  which  the 
surgeon  may  find  himself  compelled  to  deal,  for  complete 
extirpation  of  the  disease — it  may  perchance  be  the  floor  of 
the  mouth,  the  tonsil,  or  the  soft  palate,  or  all  these  additional 
parts. 
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XXXVII. — On  a  Case  of  Gluteal  Aneurism.     By  G.  R. 
TuENER.    Bead  April  25,  1884. 

SAMUEL  PEAKE,  set.  51,  coachman,  was  admitted  into  tlie 
Seamen's  Hospital,  Greenwich,  on  September  17, 1883.  Mr. 
Roper,  of  Lewisham,  who  first  saw  the  case,  has  kindly  given 
me  the  following  details  of  the  history.  These  are  his  words  : 
''I  first  saw  the  man  Peake  on  Sept.  5,  1883,  a  few  hours 
(three  or  four)  after  he  had  received  an  injury  from  having 
been  thrown  out  of  a  pony  carriage. 

"  He  was  in  a  drowsy  state,  his  breath  smelt  of  spirit,  but 
he  was  easily  roused;  pupils  natural.  There  was  a  scalp  wound 
on  the  right  side  of  the  head,  exposing  the  bone,  about  an  inch 
of  pericranium  having  been  torn  off ;  he  complained  most  of  his 
right  hip,  and  it  caused  him  great  pain  to  be  moved,  but  he 
could  draw  up  both  legs.  I  found  an  extensive  contusion  on 
the  lower  part  of  the  back,  more  especially  over  the  right  side 
of  the  sacrum.  In  the  course  of  the  next  few  days  the  bruise 
extended  from  the  seat  of  injury  almost  to  the  point  of  the 
scapula ;  there  was  little  or  no  swelling.  All  went  on  well  until 
the  14th  Sept.  (the  scalp  wound  had  almost  healed),  when 
(without  my  sanction)  he  sat  up  to  shave.  Soon  after  he  got 
back  to  bed  he  felt  pain  in  the  hip.  I  was  called  to  see  him, 
and  at  once  noticed  that  the  region  to  the  right  of  and  a  little 
below  the  sacrum,  from  having  been  comparatively  flat  before, 
was  now  round,  the  skin  tense,  and  the  whole  mass  was  pulsa- 
ting, which  could  be  both  felt  and  seen.  I  applied  ice,  and  in 
two  days  (16th)  the  pulsation  ceased,  the  swelling  remaining 
very  hard,  but  the  patient  was  free  from  pain.  I  was  called 
again  to  see  him  at  5  a.m.  on  the  following  morning  (17th)  ;  he 
was  then  in  great  pain,  having  had  a  very  restless  night.  The 
swelling  remained  hard  and  there  was  no  return  of  pulsation. 
In  the  course  of  the  day  he  was  admitted  into  the  Seamen's 
Hospital. 

"  I  came  to  the  conclusion  that  an  artery  of  considerable 
size  had  given  way,  and  I  felt  that  the  time  might  come  when 
it  would  be  necessary  to  explore  the  swelling,  I  regret  to  say 
I  did  not  listen  for  a  bruit." 

The  patient  when  he  experienced  the  sudden  pain  in  the 
buttock  on  Sept.  14  was  conscious  of  something  giving  way 
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there  "  witli  a  snap."  This  was  as  he  was  getting  into  his 
bed. 

On  admission. — The  man  had  a  sallow  complexion,  was  par- 
tially bald,  and  prematurely  aged.  He  had  been  in  the  army 
and  confessed  to  having  been  a  hard  drinker.  He  was  subject 
to  gout,  and  both  his  radial  and  his  temporal  arteries  were  evi- 
dently atheromatous.  There  were  some  old  scars  in  the  groins  ; 
no  history  of  syphilis  was  obtained.  His  urine  had  a  sp.  gr. 
of  1030,  was  acid,  and  contained  neither  albumen  nor  sugar. 

There  was  a  recent  cicatrix  on  the  right  side  of  his  head 
and  extensive  fading  bruising  over  the  back  and  right  buttock 
extending  as  high  as  the  scapula  on  the  right  side.  Occupying 
the  right  gluteal  region  was  a  tense,  hard,  prominent,  smooth 
swelling  with  some  elasticity  but  no  definite  fluctuation.  The 
integument  over  it  was  stretched,  discoloured  by  fading  ecchy- 
mosis,  had  a  faint  inflammatory  blush  and  a  slightly  elevated 
temperature.  The  tumour  measured  some  eight  inches  by  six 
inches,  its  longest  diameter  being  oblique  from  above  down- 
wards and  from  within  outwards.  There  was  no  pulsation  or 
thrill,  nor  do  I  recollect  hearing  any  bruit,  but  unfortunately 
I  have  omitted  to  make  a  written  note  on  this  point.  The  man 
complained  of  considerable  pain  in  the  part,  and  was  slightly 
feverish,  his  temperature  on  the  evening  of  the  day  of  his  ad- 
mission being  100*6°.  He  was  fidgety  and  restless.  Directions 
were  given  to  him  to  lie  as  much  as  possible  on  the  sound  side, 
warm  Goulard  and  opium  lotion  was  applied  to  the  tumour, 
and  he  was  put  upon  a  light  unstimulating  diet. 

There  was  no  marked  change  in  his  general  condition  for 
the  next  four  days.  His  temperature  remained  about  100°  in 
the  morning,  100'2° — 100*4°  in  the  evening;  his  bowels  were 
irregular. 

The  inflammation  of  the  skin  over  the  swelling  persisted, 
the  parts  became  slightly  oedematous,  and  fluctuation  could  be 
distinctly  felt  on  Sept.  21  (four  days  after  his  admission). 
There  was  no  evident  increase  in  size  or  any  other  change  in  the 
condition  of  the  tumour.  From  the  22nd  to  the  25th  Sept.  he 
was  free  from  fever,  and  the  integument  of  the  buttock  looked  less 
generally  inflamed,  though  at  one  spot,  at  the  upper  and  inner 
part  of  the  tumour,  it  was  apparently  slightly  thinned,  fluctua- 
tion being  more  readily  detected  here  than  elsewhere.  During 
the  next  few  days  his  temperature  rose  steadily,  and  on  Sept. 
30  it  was  102°.  Fluctuation  could  now  readily  be  felt  over 
an  increased  area  (about  six  inches  by  four  inches),  and  the 
tumour  was  certainly  larger. 
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The  fever  continued  and  he  had  a  rigor  on  October  2,  and 
again  on  October  6.  On  October  7  the  integument  over  the 
most  prominent  part  of  the  tumour  had  a  bluish  appearance. 
This  discolouration  increased,  and  on  October  9  it  was  evident 
that  a  small  portion  of  the  skin  had  lost  its  vitality  and  the 
tumour  was  on  the  point  of  bursting.  An  exploratory  punc- 
ture with  a  fine  trochar  and  canula  was  made  at  another  part 
of  the  swelling.  The  canula  had  to  be  introduced  for  one  and 
three  quarter  inches  before  anything  came  away.  Some  bright, 
almost  unaltered,  arterial  blood  then  flowed  in  a  free  stream, 
but  with  no  relief  to  the  tension  of  the  parts. 

It  appeared  from  this  that  a  thick  layer  of  solid  matter, 
probably  blood-clot,  lined  the  tumour,  and  that  as  the  tension 
remained  the  same,  fresh  blood  had  been  effused  to  take  the 
place  of  that  removed  by  the  trochar. 

After  consultation  with  Mr.  Johnson  Smith,  I  decided  to 
lay  the  tumour  freely  open,  turn  out  its  contents,  and  ligature 
the  gluteal  artery  or  any  other  vessel  that  might  communicate 
with  its  cavity. 

October  10. — The  patient  was  placed  under  the  influence 
of  ether  and  his  rectum  examined ;  no  intrapelvic  swelling 
could  be  felt.  He  was  turned  on  his  left  side  and  Davy's  rec- 
tal lever  introduced  and  passed  some  nine  inches  up  the  bowel. 
Pressure  on  the  right  common  iliac  artery  was  then  made  by 
depressing  the  handle  across  the  left  buttock,  and  the  right 
common  femoral  pulse  was  thus  easily  stopped.  An  oblique 
incision  about  eight  to  nine  inches  long  was  then  made  from 
near  the  right  sacro-iliac  articulation  downwards  and  forwards 
towards  the  great  trochanter.  On  the  skin,  which  was  very 
tense,  being  divided  a  large  mass  of  black  disintegrating  blood- 
clot  bulged  through  the  lips  of  the  wound,  and  was  removed 
as  rapidly  as  possible.  The  blood-clot  was  afterwards  found 
to  weigh  42  oz.  It  occupied  a  huge  cavity  from  the  bottom 
of  which  proceeded  some  arterial  haemorrhage.  This  was  tem- 
porarily arrested  by  sponge  pressure,  and  on  obtaining  a  clearer 
view  of  the  parts  it  was  seen  to  come  from  an  oval  opening 
about  the  size  of  a  split  pea  in  the  gluteal  artery  just  as  it 
emerged  from  the  pelvis  above  the  pyriformis.  This  muscle, 
as  also  the  gluteus  minimus,  two  gemelli,  obturator  internus 
and  quadratus  femoris,  were  at  the  bottom  of  the  cavity.  The 
fleshy  part  of  the  muscles  was  black  and  sloughy,  and  part  of 
the  body  of  the  ischium  was  exposed.  The  gluteal  artery  was 
isolated  and  tied  with  a  carbolised  silk  ligature  on  each  side  of 
the  opening  into  it.     The  gluteal  nerve  was  not  included  in 
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either  of  the  ligatures.  Had  such  an  accident  occurred  it  must 
have  been  detected,  as  the  parts  were  plainly  visible.  Two  or 
three  other  bleeding  points  were  also  ligatured.  These  small 
vessels,  as  was  the  gluteal,  were  evidently  diseased,  one  of  them 
tearing  as  the  ligature  was  being  applied. 

More  disintegrating  tissue  was  removed  from  the  cavity, 
including  part  of  the  muscular  substance  of  the  gluteus  medius, 
into  which  a  process  of  the  sac  extended.  The  gluteus  maxi- 
mus  was  entirely  destroyed. 

The  wound  was  plugged  with  a  large  carbolised  sponge, 
and  covered  over  with  a  carbolic  acid  gauze  dressing.  No 
carbolic  acid  spray  was  used.  Mr.  Pick  and  Mr.  Johnson 
Smith  were  kind  enough  to  give  me  their  valuable  assistance 
during  the  operation.  The  patient  was  faint  and  collapsed 
for  a  short  time  afterwards,  although  he  had  lost  but  little 
blood  (probably  not  more  than  one  and  a  half  ounces  to  two 
ounces)  except  that  already  in  the  sac  of  the  aneurism.  He 
soon  rallied  on  being  put  to  bed  and  given  a  subcutaneous  in- 
jection of  ether,  and  in  the  evening  was  very  cheerful  and  ex- 
pressed himself  as  much  relieved. 

October  11. — Has  slept  fairly  well,  feels  comfortable  and 
looks  better,  takes  his  food.  Pulse  90;  temp.  102'2°— 100-6°. 
October  12. — Doing  well,  no  fever,  wound  dressed,  the  sponge 
carefully  removed  from  the  cavity  so  as  not  to  pull  upon  the 
ligatures.  All  the  tissues  forming  the  wall  of  the  sac  looked 
black  and  sloughy.  Wound  washed  out  with  carbolic  acid 
lotion  (1  in  40)  and  dressed  with  cotton-wool  and  carbolic 
gauze. 

October  14. — Dressed  again,  discharge  offensive,  surface  of 
cavity  dusted  with  iodoform.  Complains  of  some  pain  in  the 
thumb  of  his  right  hand,  the  metacarpo-phalangeal  joint  of 
which  was  red  and  swollen  (he  attributed  this  to  gout,  which 
he  had  had  before).  Pulse  88;  temp.  99-4°— 101-4°.  To  have 
his  stimulant  diminished. 

October  16. — Small  sloughy  portions  of  tissue  removed 
from  the  wound.  Feels  perfectly  comfortable.  Temp.  100'8° 
—102°. 

October  17. — Some  more  sloughs  came  away,  a  part  of 
the  cavity  granulating  healthily.  Patient  very  well,  bowels 
obstinate. 

October  18. — The  house  surgeon  was  called  in  the  morning  to 
see  the  patient,  who  complained  of  pain  in  the  neck  and  stiffness 
of  the  jaws.  He  could  only  open  his  mouth  about  half  way. 
His  pulse  was  feeble  and  quick  and  he  felt  faint.     The  wound 
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was  dressed,  looked  very  mucli  cleaner,  nearly  all  the  sloughs 
had  come  away,  as  also  one  of  the  ligatures  on  the  gluteal 
artery. 

8  P.M. — Muscular  twitching,  which  had  been  noticed  earlier 
in  the  day,  came  on  with  increased  severity,  and  he  had  several 
attacks  of  opisthotonos.  He  was  ordered  a  mixture  containing 
chloral  and  cannabis  indica,  and  this  had  a  marked  though 
temporary  effect  in  calming  the  spasms.  Temp.  99'2° — 101°; 
pulse  100. 

October  19. — Has  had  muscular  spasms  with  occasional  opis- 
thotonos throughout  the  night.  Face  during  sleep  has  a  drawn 
pinched  appearance.  Respiration  shallow,  occasionally  quick, 
cries  out  at  times  and  complains  of  thirst.  Temp.  100*4° — 102° ; 
pulse  100,  weaker ;  risus  sardonicus  well  marked.  The  spasms 
increased  in  frequency,  any  attempt  at  deglutition  being  almost 
immediately  followed  by  one. 

The  patient  became  more  and  more  exhausted,  refused  his 
food,  the  medicine  no  longer  {i.  e.  on  the  20th)  had  any  control 
over  the  spasms,  which  were  almost  incessant.  His  respira- 
tions were  28  in  the  minute.  Pulse  very  feeble  and  weak, 
about  100.  Temp.  99° — 101°.  His  exhaustion  increased  and 
he  died  on  the  morning  of  Oct.  21,  eleven  days  after  the  opera- 
tion and  three  days  after  the  onset  of  the  tetanus.  He  retained 
his  consciousness  nearly  to  the  last. 

No  post-mortem  examination  could  be  obtained.  The 
wound,  however,  was  examined ;  all  the  sloughs  had  come  away, 
all  the  ligatures  had  separated ;  at  its  lower  part  a  portion  of 
the  ischium  was  exposed.  No  injury  to  any  nerve  could  be 
found.  It  should  be  noted  that  no  abdominal  pain  or  discom- 
fort of  any  kind  followed  the  use  of  the  rectal  lever. 

Unlike  some  gluteal  aneurisms  that  have  been  placed  on 
record  the  diagnosis  in  this  case  presented  no  difficulty.  The 
history  of  the  previous  accident,  the  sensation  experienced  by 
the  patient  as  of  something  giving  way  in  the  buttock,  the 
immediate  onset  of  swelling,  the  absence  of  all  bony  enlarge- 
ment were  sufficient  to  exclude  tumour  of  bone  or  abscess, 
and  the  pulsation  noticed  by  Mr.  Roper  indicated  that  the 
haemorrhage  had  an  arterial  source,  and  that  the  tumour  was 
due  to  a  rupture  of  an  artery. 

It  is  easy,  however,  to  understand  how,  if  such  a  case  is 
not  seen  early  and  only  an  imperfect  history  obtained,  a  surgeon 
might  readily  mistake  a  gluteal  aneurism  for  an  abscess,  espe- 
cially if  the  integuments  are  thinned  and  inflamed  over  a  fluc- 
tuating tumour  in  which  pulsation  is  absent.     At  one  time,  in 
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the  case  related,  the  swelling  looked  and  felt  more  like  a  large 
abscess  than  anything  else.  Such  cases  have  ere  now  been 
treated  by  free  incision,  under  the  mistaken  impression  that 
abscess  really  existed.  Such  an  error  may  be  avoided,  as 
Mr.  Holmes  has  shown,  by  careful  search  for  a  bruit,  and,  if 
necessary,  exploration  with  a  trochar. 

In  the  above  case  the  hardness  of  the  swelling,  the  early 
cessation  of  thrill  and  pulsation — indicating  the  formation  of 
blood-clot — the  absence  also  of  fluctuation,  at  first  gave  hope 
of  a  spontaneous  cure  and  led  to  the  adoption  of  an  expectant 
plan  of  treatment.  It  is  well  known  that  great  dangers, 
immediate  and  remote,  attend  operations  for  gluteal  aneurism ; 
on  this  account  opening  the  sac  was  delayed  until  it  was 
absolutely  necessary,  indeed  until  the  tumour  was  on  the  point 
of  bursting. 

Earlier  interference  would  doubtless  have  found  the  patient 
both  locally  and  generally  in  a  better  state  for  operation,  but 
until  it  was  seen  that  the  skin  must  undoubtedly  give  way  it 
was  not  thought  right  to  abandon  all  hope  of  natural  cure  and, 
perhaps  unnecessarily,  expose  a  patient  with  diseased  blood- 
vessels to  the  risks  of  secondary  hasmorrhage. 

Since  Mr.  Holmes's  lectures  on  this  subject,  in  1874,  two 
cases  of  gluteal  aneurism  have  been  recorded. 

Mr.  Hussey,  of  Oxford,  in  vol.  xiii  of  8t.  Bartholomeio's 
Hospital  Reports,  and  again  in  his  Miscellanea  Medico-Chirur- 
gica,  has  published  a  case  of  aneurism  in  the  gluteal  region 
after  a  punctured  wound,  treated  by  laying  open  the  sac. 
Lister's  tourniquet  was  placed  on  the  aorta,  but  slipped  during 
the  operation.  When  the  instrument  was  properly  in  position 
the  bleeding  was  to  some  extent  checked.  The  descending 
branch  of  the  gluteal  artery  was  found  to  be  wounded  and  was 
secured  by  a  thread  of  strong  twine  on  each  side  of  the  opening. 
Secondary  haemorrhage,  treated  by  renewed  ligature  at  the 
bleeding  spot,  occurred  on  the  sixth,  seventh,  ninth,  eleventh, 
and  fifteenth  days  following  the  operation,  and  the  man  died 
exhausted  on  the  sixteenth  day. 

In  the  American  Journal  of  Medical  Sciences,  April,  1881, 
p.  366,  Dr.  Sands,  of  New  York,  relates  a  case  of  gluteal 
aneurism  of  the  right  side,  in  which,  by  introducing  his  right 
hand  into  the  rectum,  he  was  enabled  to  discover  that  the  sac 
extended  into  the  pelvis,  and  that  the  internal  iliac  artery  was 
dilated,  tortuous,  and  diseased.  In  this  way  his  diagnosis  of 
aneurism  was  confirmed,  and  it  was  shown  that  either  laying 
open  the  sac  or  tying  the  internal  iliac  artery  would  have  been 
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dangerous  and  ineffectual.  After  completing  the  examination 
lie  reintroduced  his  hand,  and  compressed  the  upper  part  of 
the  common  iliac  artery  against  the  spinal  column,  placing  the 
middle  finger  directly  over  the  artery  and  the  index  and  ring 
fingers  on  either  side  to  prevent  it  slipping.  Occasionally  it  was 
found  necessary  to  reinforce  the  pressure  made  by  the  hand  in 
the  rectum  by  that  of  an  assistant  placed  on  the  anterior 
abdominal  wall.  After  pressure  in  this  way  for  one  hour  and 
a  half  the  tumour  was  tolerably  firm  and  yielded  only  a  feeble 
pulsation  and  murmur.  A  few  days  later  the  aneurism 
regained  its  former  state.  Two  subsequent  attempts,  lasting 
one  hour  and  a  half  and  three  hours  fifteen  minutes,  met  with 
the  same  temporary  success.  No  inconvenience  resulted 
except  slight  soreness  of  the  rectum  and  incontinence  of  flatus, 
both  lasting  a  few  days.  Instrumental  pressure  on  the  aorta 
by  Lister's  tourniquet,  and  on  the  common  iliac  by  a  horse- 
shoe tourniquet,  was  employed  twenty-five  times  in  the  next 
three  months — once  for  six  hours  under  ether  (this  was  followed 
by  some  peritonitis)  — but  with  no  good  result.  The  patient 
left  the  hospital  in  the  same  condition  as  when  he  entered  it. 

Mr.  Hussey's  case  occurred  in  1877,  that  of  Dr.  Sands'  in 
1879.  The  latter  is  of  the  greatest  interest  as  showing  that 
pressure  for  some  considerable  time  may  be  made  from  the 
rectum  on  the  large  abdominal  vessels.  Mr.  Hussey's  illus- 
trates the  danger  of  secondary  haemorrhage  and  shows  that 
the  abdominal  tourniquet  is  liable  to  slip  during  the  operation 
of  laying  open  the  sac. 

This  treatment  of  extra-pelvic  gluteal  aneurism  has,  since 
the  introduction  of  the  rectal  lever,  been  freed  to  a  certain 
extent  from  the  former  great  danger  of  immediate  haemor- 
rhage. 

The  lever  in  my  case,  although  the  aneurism  was  on  the 
rigbt  side,  acted  so  well,  so  little  pressure  arrested  the  haemor- 
rhage, it  was  so  readily  applied,  and  so  little  if  at  all  in  the 
way,  that  I  can  hardly  fancy  the  abdominal  tourniquet  can 
be  its  superior  for  such,  a  purpose. 

If,  too,  on  cutting  into  the  sac,  the  opening  into  the  vessel 
could  not  have  been  found,  or  had  the  artery  retracted  so  far 
within  the  pelvis  as  to  make  its  extra-pelvic  ligature  impossible, 
or  if  from  any  other  cause  it  had  become  necessary  to  tie  the 
internal  iliac,  the  lever  would  have  readily  commanded  all 
haemorrhage  until  the  vessel  to  be  tied  had  been  nearly  or 
completely  exposed.  It  has  been  shown  by  Mr.  Holmes  that 
ligature  of  the  common  iliac  artery  for  gluteal  aneurism  has 
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never  succeeded,  and  that  ligature  of  the  internal  iliac  has  done 
so  in  about  half  the  number  of  cases  operated  on.  These  statis- 
tics point  decidedly  to  ligature  of  the  latter  vessel  in  prefer- 
ence to  the  former ;  and  this  is  the  course  I  should,  had  it 
been  necessary,  have  adopted. 
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XXXVIII. — Extensive  Thrombosis  following  Fracture 
of  both  Bones  of  the  Forearm.  By  W.  Arbuthnot 
Lane,  M.S.     Bead  April  25,  1884. 

A  LADY,  set.  31,  and  pretty  stout,  fell  heavily  down  several 
stone  steps  on  to  the  pavement  on  her  left  side,  striking 
her  shoulder  and  arm.  This  occurred  on  November  9,  1883.  I 
found  both  bones  of  the  forearm  broken,  the  ulna  at  its  centre 
and  the  radius  at  the  junction  of  the  middle  with  the  lower 
third.  The  lower  fragment  of  the  radius  was  much  displaced 
so  that  the  hand  was  considerably  abducted  and  the  styloid 
process  of  the  ulna  very  prominent.  The  forearm  was  much 
swollen,  the  shoulder  was  also  bruised  and  painful.  The  bones 
were  fixed  by  two  splints  in  very  fair  position.  The  swelling 
increased  for  some  days  and  the  pain  was  very  great.  It 
improved  a  little  by  November  16,  and  remained  in  the  same 
condition  till  November  28,  when  the  swelling  suddenly 
increased  and  extended  up  the  upper  arm,  the  whole  arm 
becoming  extremely  painful  and  tender.  It  was  tensely 
swollen,  presenting  the  usual  appearances  of  venous  throm- 
bosis. There  was  great  tenderness,  especially  along  the  course 
of  the  brachial  artery  and  over  the  front  of  the  forearm.  This 
swelling  slowly  subsided,  becoming  limited  to  the  forearm  and 
hand.  It,  however,  reappeared  on  December  21,  extending 
again  up  the  arm ;  this  slowly  diminished  as  before,  and  we 
were  now  able  to  fix  the  arm  very  loosely  in  a  plaster-of-Paris 
apparatus. 

She  continued  to  improve  up  to  January  5,  when  the  swelling 
again  extended  up  the  arm  to  the  shoulder,  becoming  even 
more  painful  and  tender  than  before.  The  swelling  of  the 
part  was  preceded  by  severe  pain  in  it.  The  regions  of  the 
subclavian  and  the  axillary  vessels  were  now  very  tender,  the 
patient  not  being  able  to  bear  the  least  pressure  over  them. 

She  now  became  very  weak  and  was  attacked  by  a  severe 
headache  on  the  left  side  of  the  head.  The  left  side  of  the 
face  and  neck  became  very  painful,  especially  along  the  course 
of  the  large  vessels,  and  on  January  15  the  swelling  of  the 
side  and  shoulder  increased,  and  the  left  side  of  the  face  and 
neck  became  more  swollen  and  the  veins  still  more  tender,  and 
the  headache  more  severe.     She  described  the  pain  as  being 
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greatest  along  the  course  of  the  jugular  vein  and  behind  the 
sternum.  There  was  no  bruit,  nor  was  there  anything  abnormal 
to  be  noticed  about  the  pulse  rate,  &c.,  except  that  it  was 
feeble.  She  had  for  some  time  been  kept  perfectly  quiet  on 
her  back. 

She  became  still  more  prostrate,  and  the  swelling  and  pain- 
fulness  of  the  parts  increased.  I  felt  little  doubt  that  throm- 
bosis had  extended  along  the  subclavian  vein  to  the  internal 
jugular  and  left  innominate.  Dr.  Oarrington  saw  her  with  me 
on  the  following  day  and  confirmed  my  diagnosis.  We  now 
had  little  hope  of  her  recovery. 

The  swelling  of  the  face,  neck,  and  side  continued  for  some 
days,  and  then  slowly  diminished,  so  that  by  January  21st  she 
was  a  little  better,  the  left  side  of  the  face  being  less  puffy  and 
painful. 

There  was  still  much  hardness,  pain,  and  tenderness  along 
the  course  of  the  internal  jugular  vein  and  along  the  sub- 
clavian and  axillary  veins.  There  was  also  much  pain  along 
the  brachial  vessels,  and  as  the  swelling  had  somewhat 
subsided,  their  course  was  defined  by  a  tender  and  more  resis- 
tant line  of  thickening. 

The  swelling  of  the  face  now  disappeared,  but  the  side  and 
neck  remained  swollen  for  some  time  after  the  pain  in  them 
had  subsided. 

By  February  6  the  swelling  was  limited  to  the  forearm  and 
lower  third  of  the  upper  arm,  and  the  hardness  and  pain  along 
the  brachial  vessels  had  almost  disappeared. 

On  the  9th,  without  any  apparent  cause,  she  had  a  relapse, 
the  swelling  extending  up  the  arm  and  side  with  increased 
pain.  By  the  20th  this  had  again  subsided,  the  forearm 
being  but  slightly  swollen  and  there  was  some  swelling  above 
the  elbow  on  the  inside  of  the  arm.  One  could  now  see  that 
the  ulna  had  united  firmly,  but  the  two  portions  of  the  radius 
allowed  of  some  (separate)  movement.  The  position  of  the 
hand  was  not  perfect,  but  we  had  not  been  able  to  put  any 
traction  or  pressure  on  the  swollen  forearm  to  remedy  the 
deformity.  She  was  now  able  to  get  about,  using  her  hand 
and  arm  a  little.  The  arm  and  side  and  lower  part  of  neck 
became  frequently  more  or  less  swollen  towards  the  evening, 
the  swelling  of  the  forearm  being  but  slight  in  the  morning. 

Again,  without  any  apparent  reason,  on  April  1  the  swelling 
rapidly  extended  up  the  arm,  side,  neck,  and  left  side  of  the 
face,  accompanied  by  severe  headache  and  pain  in  the  swollen 
parts.     This  rapidly  diminished  so  that  she  was  able  to  return 
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to  Loudon  on  April  10,  when  I  found  the  left  side  of  the  neck 
more  full  than  the  right  side,  and  there  was  a  feeling  of  resist- 
ance along  the  course  of  the  large  vessels  of  the  neck  that  was 
striking  in  comparison  with  that  of  the  opposite  side. 

The  left  arm  measured  below  the  shoulder  about  two  inches 
more  than  the  right,  and  the  veins  on  the  left  side  were  more 
easily  seen  over  the  swollen  area.  The  whole  arm  was  much 
larger  than  when  I  saw  it  last :  the  skin  of  the  forearm  being 
then  shiny  and  wrinkled  in  parts  indicating  the  recent  occur- 
rence of  still  greater  distension. 

The  swelling  now  prevented  her  using  her  arm  without 
some  considerable  pain.     Since  then  she  has  steadily  improved. 

The  points  of  interest  in  the  case  are,  the  great  extent  of 
the  thrombosis,  its  intermittent  increase,  and  its  recurrences 
after  it  had  apparently  almost  subsided.  I  suppose  there  can 
be  but  little  doubt  that  the  internal  jugular  vein  and  probably 
a  portion  of  the  left  innominate  vein  was  more  or  less  occluded, 
if  not  completely  so.  The  appearance  of  the  arm  during  the 
last  attack,  as  during  the  others,  was  not  that  of  a  simple 
oedema  but  it  presented  the  sub-inflammatory  condition  of 
oedema,  that  is  seen  in  ordinary  thrombosis.  The  recurrences 
at  such  a  late  period  (six  months  after  the  injury)  of  the 
swelling  is  perhaps  a  little  difficult  to  explain  on  pathological 
grounds.  In  these  cases  it  is  probable  that,  owing  to  the 
shrinking  of  the  clot  from  one  side  of  the  vessel  wall,  a  way  is 
established  for  the  blood  to  get  back  to  the  heart,  and  that  this 
narrow  passage  is  liable  to  be  occluded,  such  an  occlusion 
resulting  in  a  relapse.  It  was,  I  believe,  in  this  way  that  the 
late  Dr.  Hilton  Fagge  explained  these  recurrences  of  throm- 
bosis. 

Since  I  wrote  the  report  of  this  case  I  have  heard  from 
the  lady  saying  she  was  much  better  and  was  able  to  use  her 
hand  and  arm  pretty  freely. 
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XXXIX. — Dislocation  of  the  Elbow  BacJcwards  with 
Fracture  of  the  Goronoid  Process.  By  H.  A.  Lediard, 
M.D.     Bead  April  25,  1884. 

THE  specimen  wliicli  accompanies  the  notes  of  this  case  illus- 
trates an  injury  stated  to  be  very  rare  in  some  of  the  text- 
books, and  the  interest  that  may  be  attached  to  it  is  not 
lessened  by  the  fact  that  the  joint  was  excised  a  few  months 
only  after  the  injury  was  received. 

The  patient  came  into  the  Cumberland  Infirmary  on 
December  26,  1883,  his  age  being  28,  and  his  occupation  that 
of  a  fisherman.  Five  months  previously,  whilst  wrestling,  he 
stepped  into  a  hollow  and  threw  out  his  arm  to  save  himself ; 
the  hand  touched  the  ground  in  the  prone  position  with  the  arm 
extended,  and  he  heard  something  snap.  The  next  morning 
he  went  to  a  bone-setter,  who  told  him  the  elbow  was  out  of 
joint  and  apparently  attempted  reduction.  Considerable  force 
was  used,  a  bandage  applied,  and  the  limb  rubbed  according 
to  instructidiis.  Before  going  to  the  bone-setter  the  arm  was 
slightly  flexed  at  the  elbow  and  the  forearm  pronated.  He 
has  never  recovered  any  degree  of  use  of  the  joint,  the  power 
of  flexion  on  admission  being  at  a  very  minimum,  and  that  of 
pronation  and  supination  but  very  slightly  better. 

The  bones  of  the  forearm  were  distinctly  displaced  back- 
wards; there  was  some  hollowing  above  the  olecranon;  the 
tendon  of  the  triceps  was  too  prominent,  and  the  head  of 
the  radius  was  felt  as  a  rounded  projection  at  some  distance 
from  the  capitellar  surface. 

Taking  all  points  into  consideration  I  came  to  the  conclu- 
sion that  there  originally  had  been  a  dislocation  of  the  elbow 
backwards  associated  with  a  fracture  of  the  coronoid  process 
of  the  ulna.  The  hand  could  not  be  made  to  reach  anywhere 
near  the  mouth,  back  of  head,  or  loin,  and  the  elbow  was 
practically  useless;  excision  was  therefore  performed  On 
December  31.  A  month  later  the  patient  was  discharged 
cured,  the  movements  of  the  new  joint  progressing  satis- 
factorily. 

The  specimen  shows  that  the  diagnosis  was  accurate,  for 
there  is  a  considerable  piece  broken  from  the  coronoid  process, 
so  that  the  dislocation  could  have  been  retained  in  position 
after  reduction  by  extraordinary  means  only  (Fig.  1). 
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The  radius  and  ulna  have  not  parted,  but  have  been  carried 
backwards,  though  probably  not  so  far  as  is  usual  in  simple 
dislocations  of  this  joint.  It  will  be  noticed  that  the  remnant 
of  the  fractured  process  has  eroded  and  polished  the  posterior 
surface  of  the  trochlea ;  a  corresponding  eburnation  is  visible 
on  the    fractured    surface  of   the  ulna.     (The  cartilaginous 

Fig.  1. 


grating  felt  in  the  joint  before  operation  was  no  doubt  due  to 
the  contact  of  these  eroded  surfaces.) 

The  head  of  the  radius  lies  behind  the  capitellum,  and  the 
sigmoid  cavity  in  its  centre  is  filled  up  with  a  semi-fibrous 
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mass,  forming  an  insuperable  obstacle  to  the  reduction  of 
the  dislocation  at  the  time  the  patient  first  came  under  a 
surgeon's  notice. 

To  the  anterior  and  upper  part  of  the  capitellar  surface  of 
the  humerus  is  seen  an  adherent  chip  of  bone.  This  may  repre- 
sent a  trace  of  the  fractured  coronoid  process ;  if  not,  it  is  diffi- 
cult to  account  for  it.  It  must  be  borne  in  mind  that  the  speci- 
men is  not  a  dissection  for  museum  purposes,  but  an  excised 
joint,  so  that  the  muscular  attachments  could  not  be  followed 
out. 

Mr.  Erichsen  (5th  ed.)  speaks  of  this  accident  as  "  one  of 
the  rarest  accidents  in  surgery." 

Spence  said  "  it  was  hy  no  means  established." 

Bryant  speaks  of  it  as  "  very  rare,  with  or  without  dislo- 
cation." 

Mr.  Treves  (Surg.  Apjplied  Anat.,  p.  225)  says,  "An 
extremely  rare  accident." 

Stimson  alludes  to  the  frequency  of  the  fracture  being  much 
disputed  and  says  it  is  rare  except  as  a  complication  of  dislo- 
cations of  the  ulna  backwards.  He  quotes  Dr.  Hamilton's 
remarks  that,  "  we  are  left  with  no  evidence  that  the  coronoid 
process  was  ever  broken  by  the  action  of  a  muscle,  and  with 
only  one  example  in  which  it  is  probable  that  a  fracture  occurred 
as  a  consequence  of  a  dislocation  of  the  radius  and  ulna  back- 
wards." 

I  hesitate  to  share  the  opinions  of  those  who  consider  this 
injury  so  rare,  for  I  can  certainly  call  to  mind  two  cases  where 
a  dislocated  elbow  after  reduction  again  became  displaced  and 
required  special  fixing.  I  believed  then  that  this  was  due  to 
fracture  of  the  coronoid  process,  but  it  can  be  only  seldom  that 
ocular  proof  of  the  fracture  can  be  obtained. 

Fig.  1  is  an  accurate  woodcut  from  a  photograph  taken  of 
the  bones ;  it  shows  the  shape  of  the  coronoid  process  as  well 
as  the  fragment  adherent  to  the  humerus. 
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XL. — Case  of  Acute  Intestinal  Obstruction  caused  by  a 
Diverticulum  and  Successfully  Treated  by  Abdominal 
Section.     By  H.  H.  Glutton.      Bead  May  9,  1884. 

THE  following  case  is  of  interest  from  the  fact  that  obstruc- 
tion was  caused  by  a  diverticulum  which  was  probably 
the  remains  of  a  partially  unobliterated  vitelline  duct,  and  the 
boy  recovered  after  the  loop  of  intestine  had  been  set  free. 

On  August  25, 1883,  I  was  asked  by  Mr.  John  Prior  Purvis, 
of  Grreenwich,  to  see  a  patient  of  his,  a  boy  ten  years  of  age, 
who  was  suffering  from  acute  intestinal  obstruction.  On 
inquiry  it  appeared  that  five  years  ago  the  boy  had  suffered 
from  a  similar  attack  of  obstruction,  with  pain  and  vomiting, 
which  lasted  three  days  and  was  suddenly  relieved  by  an 
enema,  and  that  he  had  had  several  other  attacks  of  the  same 
kind  lasting  generally  for  one  or  two  days. 

The  attack  from  which  he  was  suffering  began  on  August 
21,  quite  suddenly,  in  the  following  manner.  His  father 
was  staying  at  the  seaside  with  his  family,  and,  whilst  walking 
back  from  a  bathe  in  the  sea  to  their  lodgings,  the  boy  sud- 
denly began  to  complain  of  pain  in  his  belly,  and  before  he 
reached  home,  which  was  quite  a  short  distance,  he  was  com- 
pletely "  doubled  up."  As  soon  as  he  entered  the  house  he 
vomited  and  continued  to  do  so  for  the  rest  of  the  day.  In  the 
evening  a  doctor  was  sent  for  and  enemata  were  at  once  admi- 
nistered. The  boy,  however,  obtained  no  relief  and  continued 
screaming  with  pain  and  constantly  vomiting.  He  made  so 
much  noise  both  day  and  night  that  the  fellow-lodgers  and 
neighbours  began  to  complain,  and  seeing  the  doctor's  frequent 
visits  invented  an  explanation  of  an  illness  they  did  not  under- 
stand. The  report  was  spread  that  he  was  suffering  from  small- 
pox. Then  both  the  landlady  and  the  doctor  began  to  beg 
the  father  to  take  the  boy  away.  He  was  consequently  brought 
home  to  Greenwich  on  the  24th  and  placed  under  the  care  of 
Mr.  Purvis.  Here  opium  was  given  internally  and  enemata 
administered,  but  no  relief  was  obtained.  The  temperature 
was  taken  frequently,  but  the  thermometer  never  rose  above 
100°  F.  At  3  P.M.  of  the  25th  he  was  visited  by  Mr.  Purvis 
and  myself.  There  was  then  considerable  distension  of  the 
abdomen,  but  he  had  only  vomited  once  that  day  and  the  ejec- 
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ted  matter  was  not  offensive.  No  faeces  or  blood  had  been 
passed  per  anum,  and  although  much  quieter  than  he  had  been, 
he  was  perceptibly  weaker.  In  order  that  a  thorough  and 
complete  examination  of  the  abdomen  and  rectum  might  be 
made,  he  was  placed  under  the  influence  of  chloroform.  No 
tumour  or  localised  swelling  could  be  found  in  any  part  of  the 
abdomen,  nor  was  anything  detected  in  the  exploration  of  the 
rectum.  Considering  the  history  of  a  previous  obstruction 
and  its  sudden  relief,  with  the  present  acute  attack  of  four 
days'  duration,  it  seemed  necessary  that  relief  should  be  given 
at  once  if  success  was  to  be  obtained.  The  symptoms  in  their 
onset  had  been  very  sudden  and  violent,  and,  although  these 
had  abated  somewhat  in  their  vehemence,  the  obstruction  was 
as  complete  as  at  the  commencement.  There  was  only  a  lull 
as  it  were  in  the  storm,  which  would  only  too  surely  commence 
again  in  all  its  severity  and  bring  the  case  to  a  fatal  termina- 
tion. It  was  therefore  decided  to  transfer  him  at  once  to  St. 
Thomas's  Home,  where  he  arrived  in  a  couple  of  hours.  After 
a  short  rest  and  a  little  stimulant  he  was  placed  under  the  in- 
fluence of  ether.  With  the  assistance  of  Dr.  Edmunds  I  opened 
the  abdomen  and  with  very  little  search  found  a  collapsed 
portion  of  small  intestine.  This  soon  led  me  to  a  tight  ring- 
like band  which  was  easily  brought  to  the  surface  and  examined. 
This  appeared  to  be  very  short  and  to  be  attached  to  the  bowel. 
The  intestine  beneath  it  was  too  firmly  fixed  to  be  extricated 
with  safety  by  traction.  The  band  was  therefore  clamped  by 
two  pairs  of  forceps  and  divided.  The  collapsed  portion  of 
bowel  was  then  at  once  set  free.  A  catgut  ligature  being 
tightly  applied  upon  each  end  of  the  divided  band,  the  forceps 
were  removed.  It  was  not  desirable  to  make  more  than  a 
cursory  examination  for  the  origin  of  the  band  causing  the 
obstruction,  as  the  boy  was  much  collapsed  before  the  operation 
commenced,  but  in  making  sure  that  all  the  parts  had  been 
entirely  relieved  from  strangulation  the  following  facts  were 
elicited  : — The  strangulated  portion  of  bowel  was  about  three 
inches  in  length  with  a  deep  sulcus  at  each  end.  It  was  not, 
however,  so  severely  nipped  as  to  make  it  probable  that  the 
intestine  would  at  any  part  give  way ;  it  looked  as  if  it  would 
recover.  The  bowel  above  the  seat  of  obstruction  was  con- 
siderably distended,  and  projecting  from  it  was  a  diverticulum 
of  the  size  of  one's  little  finger  and  about  two  inches  in  length. 
On  its  distal  extremity  was  one  of  the  two  catgut  ligatures. 
It  was  distinctly  a  diverticulum  and  had  probably  terminated 
in  a  short  fibrous  cord  which  had  been  divided  as  described 
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in  the  operation.  Althougli  the  distance  of  this  diverticulum 
from  the  first  sulcus  was  not  accurately  estimated,  I  fancy  this 
could  not  have  been  more  than  three  or  four  inches.  Imme- 
diately below  the  strangulated  loop  of  intestine  and  just  beyond 
the  second  sulcus,  the  other  ligature  was  found  closely  attached 
to  the  wall  of  the  bowel  on  the  side  opposite  to  the  mesentery. 
It  was  therefore  evident  that  the  diverticulum  had  been 
attached  to  this  part  of  the  intestine  by  a  short  fibrous  cord, 
and  that  the  strangulated  portion  of  intestine  had  slipped 
beneath  the  band  thus  formed. 

Having  ascertained  that  the  bowel  was  perfectly  relieved 
from  constriction,  the  abdominal  wound  was  closed  with  silk 
sutures  and  a  drainage-tube  was  inserted  at  its  lower  end  reach- 
ing as  far  as  the  peritoneal  cavity.  A  large  gauze  dressing  was 
then  applied  in  the  usual  manner.  Within  five  hours  this 
dressing  had  to  be  changed  as  a  large  quantity  of  blood-stained 
fluid  had  escaped  into  the  bed.  Presumably  this  came  from 
the  peritoneal  cavity.  The  subsequent  history  of  the  case  may 
be  shortly  told.  He  very  slowly  rallied  from  his  collapsed 
condition  at  the  time  of  the  operation,  but  continued  to  be  sick 
occasionally  for  two  days  with  some  abdominal  pain  and  ten- 
derness. The  highest  temperature  recorded  was  101°  F.  about 
twelve  hours  after  the  operation.  His  bowels  acted  of  their 
own  accord  on  the  third  day,  and  by  the  fourth  all  the  sym- 
ptoms had  subsided.  He  left  the  hospital  perfectly  well  on 
September  12. 

The  explanation  of  the  condition  found  in  the  abdomen 
seems  to  be  as  follows.  The  omphalo-mesenteric  duct  had  been 
obliterated  at  the  umbilicus  and  set  free  from  the  abdominal 
wall.  But  by  remaining  patent  towards  the  ileum  the  lower 
end  had  become  a  pouch-like  diverticulum  from  the  intestine. 
This  diverticulum  terminating  in  a  pointed  extremity  or  cord 
— part  also  of  the  vitelline  duct  which  had  been  obliterated — 
had  remained  floating  about  among  the  intestines  till  it  became 
attached  as  we  have  seen  to  another  coil  of  intestine.  The 
bowel  between  these  two  points  of  attachment  had  slipped 
beneath  the  cord  which  united  them,  and  being  unable  to  ex- 
tricate itself  had  become  strangulated. 

The  diagram  which  has  been  kindly  made  for  me  by  Mr. 
Chas.  Stewart  will  perhaps  better  illustrate  my  meaning 
(PI.  X,  fig.  1). 


DESCRIPTION  OF  PLATE  X. 

Fig.  1. — Diagram  illustrating  Mr.  Glutton's  case  of  intestinal  obstruc- 
tion by  a  diverticulum,     p.  188. 

Figs.  2  and  3  illustrate  Dr.  F.  Taylor's  and  Mr.  Golding-Bird's  case  of 
impaction  of  bone  in  tbe  larynx,     p.  214. 

Fig.  2. — Appearance  presented  by  tbe  larynx  as  seen  with  tbe  mirror 
on  April  29th  and  subsequent  days. 

Fig.  3. — Portions  of  mutton  bones  (sheep's  head)  removed  by  laiyn- 
gotomy  on  May  12th.     Natural  size. 

From  drawings  by  Dr.  F.  Taylor. 
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XLI. — Gases  illustrating  the  Treatment  of  Fractured 
Patella.  By  Cheistopher  Heath.  Bead  May  9, 
1884. 

IT  may  be  remembered  that,  when  a  paper  on  the  treatment  of 
fractured  patella  by  wire-suture  was  read  before  the 
Society  in  the  early  part  of  the  session,  I  expressed  an  opinion 
that  cases  of  recent  fracture  of  the  patella  could  be  most  satis- 
factorily treated  without  any  operative  interference,  and  I  now 
bring  forward  cases  in  illustration  of  that  statement. 

The  old  view,  that  separation  of  the  fragments  of  a  broken 
patella  by  the  action  of  the  quadriceps  extensor  is  the  diflBculty 
to  be  overcome  in  the  treatment  of  these  cases,  is  still  held  by 
many  authorities,  and  to  Mr.  Jonathan  Hutchinson  is,  I 
believe,  the  credit  due  of  first  publicly  controverting  this  state- 
ment. In  a  lecture  published  in  the  British  Medical  Journal 
for  March  4,  1882,  Mr.  Hutchinson  says,  "  Most  of  you  are,  I 
doubt  not,  aware  that  I  hold  definitely  respecting  fracture  of 
the  patella,  that  the  separation  of  the  fragments  is  not  caused 
by  the  muscles.  Repeated  observations  have  convinced  me 
that  it  is  always  caused  by  and  in  proportion  with  the  effusion 
into  the  joint.  If  there  be  no  effusion  there  is  no  separation. 
The  muscle  is  not  a  piece  of  indiarubber  to  contract  and 
remain  contracted,  as  soon  as  one  end  is  loosened.  It  is  as 
easily  capable  of  relaxation  as  it  is  of  contraction,  and  when 
the  limb  is  at  rest  it  is  always  relaxed,"  Mr.  Hutchinson 
proceeds  to  advise  the  promotion  of  absorption  of  the  fluid  by 
the  sedulous  application  of  the  icebag  for  a  week  or  ten  days, 
and  then  six  weeks  or  two  months  of  bandage  before  the 
patient  is  allowed  to  leave  his  bed. 

In  the  same  journal  of  March  25,  1882,  I  commented  upon 
Mr.  Hutchinson's  practice  and  recommended  aspiration  of  the 
fluid  and  the  immediate  application  of  plaster-of- Paris  bandage, 
so  that  the  patient  should  not  be  confined  to  bed  at  all.  I 
believe  that  my  first  immediate  application  of  plaster  of  Paris 
for  fractured  patella  was  in  the  person  of  a  medical  man  in  the 
outskirts  of  London  who  broke  his  patella  on  February  9, 
1879,  and  to  whose  knee  I  applied  the  plaster-of -Paris  bandage 
three  hours  after  the  accident.  That  gentleman  pursues  a 
very  active  practice  without  difiiculty,  and  will,  I  hope,  be  here 
to-night  to  show  his  knee-cap.     Since  that  date  I  have  had 
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numerous  cases  in  University  College  Hospital  all  treated  by 
the  plaster  bandage  without  any  drawback,  and  have  gradually 
adopted  the  practice  of  aspirating  the  contents  of  the  joint  in 
all  cases  in  which  effusion  of  blood  and  synovia  has  taken 
place.  When,  however,  the  case  is  seen  soon  after  the  acci- 
dent and  the  plaster  of  Paris  is  promptly  applied,  no  effusion 
takes  place,  and  the  patient  is  able  to  go  about  with  crutches 
from  the  first. 

As  respects  removal  of  the  apparatus,  it  will  be  remembered 
that  I  brought  a  patient  to  the  Society  two  months  after  the 
accident,  in  order  that  the  plaster  apparatus  might  be  removed 
before  the  members  and  then  reapplied.  I  generally  find  that 
about  six  weeks  after  the  first  application  the  plaster  requires 
renewal,  and  then  at  the  end  of  three  months  I  apply  a  leather 
apparatus  which  prevents  bending  of  the  knee  and  at  the  same 
time  controls  the  action  of  the  extensors,  so  that  the  patient 
may  walk  without  dragging  upon  the  new  union. 

Sarah  B.,  set.  43,  broke  her  patella  November  9,  1883,  and 
wa,s  brought  at  once  to  University  College  Hospital.  Plasterr 
of -Paris  bandage  was  applied  within  half  an  hour  of  the  acci- 
dent and  she  was  discharged  from  hospital  on  the  third  day. 

Thomas  H.  broke  his  patella  on  December  24,  1883,  and 
was  put  up  in  plaster  of  Paris  in  twenty  minutes,  being  dis- 
charged from  hospital  on  the  fourth  day.  He  wore  the  plaster 
for  ten  weeks  and  the  fragments  are  in  close  approximation. 

Mrs.  D.,  aet.  33,  was  put  up  one  hour  after  the  accident. 
This  is  the  patient  whose  first  plaster  bandage  was  removed 
here  in  order  that  the  case  might  be  seen  by  the  members  of 
the  Society  two  months  after  the  accident.  She  has  since 
worn  a  leathern  support  and  there  is  now  about  half  an  inch  of 
firm  fibrous  union. 
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XLII. — Old    Hydrocephalus.      Insanity.     Death.     By 
Thos.  Whipham,  M.B.     Bead  May  9,  1884. 

MR.  B — ,  aet.  39,  a  professional  man,  liad  been  known  to  me 
intimately  for  many  years,  and  from  himself  and  his 
relatives  the  following  history  was  obtained. 

He  was  one  of  twins,  and  at  the  age  of  four  years  his 
twin  brother  died,  according  to  Dr.  Bright's  certificate 
of  "effusion  on  the  brain.'^  At  that  time  the  subject  of  the 
present  communication  was  liable  to  an  "  irritable  "  condition 
of  the  brain,  and  Dr.  Bright's  instructions  to  his  parents  were 
to  the  effect  that  they  must  be  very  careful  to  see  that  his  brain 
was  not  overworked,  that  he  should  be  sent  neither  to  a  public 
school  nor  to  the  university.  These  instructions  were  carried 
out  to  the  letter  and  the  boy  had  a  private  tutor  at  home. 
His  temper  was  uncertain  during  the  earlier  years  of  his 
life,  and  up  to  the  age  of  twelve  years  or  rather  more,  he 
occasionally  squinted,  so  much  so  that  he  was  a  source  of 
amusement  to  his  playmates.  After  that  nothing  abnormal 
was  noticed  as  to  his  nervous  system  and  he  enjoyed  remark- 
ably good  health. 

About  fifteen  years  ago  I  became  very  intimately  acquainted 
with  him,  and  the  opinion  formed  of  his  intellectual  capacity 
was  that  it  was  far  above  the  average.  He  was  an  indefatig- 
able student  of  all  kinds  of  literature,  was  well  up  in  all 
subjects  relating  to  art,  a  good  musician,  and  at  the  same  time 
a  man  who  liked  and  took  much  exercise  (walking). 

He  was  always  most  temperate  as  far  as  alcohol  was  con- 
cerned, and  although  he  was  a  man  who  liked  a  good  dinner 
he  never  ate  to  excess. 

Before  my  acquaintance  with  him  he  had  suffered  from  a 
soft  sore,  and  again  subsequently  about  ten  years  before  his 
death,  when  he  was  treated  again  for  the  same  disease,  but 
there  was  no  history  of  syphilis,  and  during  the  fifteen  years 
of  our  close  friendship  he  exhibited  no  symptoms  of  that 
disease. 

In  May,  1882,  he  had  a  slight  attack  of  lumbago,  which 
yielded  in  the  course  of  a  few  days  to  small  doses  of  alkali, 
and  it  was  remarked  at  that  time  that  he  looked  anaemic  and 
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ill,  but  he  denied  any  feeling  of  indisposition  beyond  the  pain 
in  his  back. 

In  May,  1880,  he  married.     He  had  no  children. 

On  October  7,  1882,  he  consulted  me.  The  history  given 
by  his  wife  was  that  for  some  two  or  three  months  he  had 
been  irritable,  which  was  very  unusual  with  him,  as  he  was 
most  even-tempered  and  kind  in  his  disposition ;  that  he  had 
occasionally  during  that  time  in  conversation  lost  the  thread 
of  his  discourse.  Further  inquiries  of  his  friends  showed  that 
for  a  year  or  eighteen  months  his  manner  had  been  changed 
and  that  he  would  at  times  sit  by  himself  in  his  club  muttering 
to  himself,  and  that  during  this  time  he  had  often  been  in  a 
"  very  curious  state."  It  was  the  common  talk  among  the 
members  of  his  club  that  a  great  change  had  come  over  him. 
Two  days  before  this  consultation,  on  October  7,  after  having 
been  more  than  usually  irritable  he  wrote  an  incoherent  and 
inexplicable  letter  to  a  friend,  and  also  another  to  his  father 
complaining  of  the  burden  of  a  trifling  monetary  payment, 
which  he  stated  caused  him  much  annoyance.  At  the  time  of 
his  visit  he  alluded  to  this  subject  and  complained  that  his  father 
was  a  very  austere  man  (which  was  absolutely  untrue),  and 
that  he  had  demanded  the  small  payment  in  an  unkind  manner. 
On  inquiry  this  statement  was  found  to  be  inaccurate,  as  his 
father  on  receipt  of  the  letter  had  at  once  remitted  the  pay- 
ment, and  had  freely  given  him  the  capital  on  which  the 
interest  had  hitherto  been  paid.  He  also  went  into  details  as 
to  some  difficulty  he  had  experienced  in  borrowing  a  halfpenny 
of  a  friend. 

Two  days  before  the  consultation,  on  October  7,  1882,  he 
became  very  drowsy,  went  to  sleep  at  his  club  in  the  afternoon, 
which  was  not  his  habit,  and  at  dinner  on  the  same  evening 
was  so  sleepy  that  he  could  scarcely  eat.  Previously  to  his 
marriage  he  had  lived  a  club  life  and  had  kept  late  hours,  but 
subsequently  his  mode  of  living  had  been  eminently  conducive 
to  health.  He  had  been  a  regular  but  not  excessive  smoker. 
His  memory  had  been  failing  for  at  least  eight  months 
previously  to  October  7,  1882. 

The  case  was  carefully  investigated  on  October  7,  with  the 
following  result. 

There  was  no  failure  of  physical  strength ;  he  sat  in  the 
chair  gazing  vacantly  at  space,  and  on  being  questioned  stated 
that  he  had  been  mad.  His  wife  on  this  occasion  stated  that 
she  had  experienced  great  difficulty  in  inducing  him  to  leave  his 
house  in  order  to  seek  medical  advice,  because  he  imagined  that 
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persons  were  waiting  about  in  the  immediate  neighbourhood 
"with  cabs  ready  to  take  him  to  a  madhouse ''  (of  which  he 
had  a  great  horror). 

He  sat  with  his  head  in  his  hands  and  yawned  frequently. 
When  roused  he  answered  questions  coherently,  declared  that 
he  had  never  felt  better  in  his  life.  His  gait  was  quite  steady, 
but  his  grasp  was  somewhat  feeble.  The  special  senses  were 
natural  (he  was  always  near-sighted),  and  sexual  powers  were 
normal  according  to  his  own  statement. 

His  habits,  however,  remained  unaltered,  and  he  took  his 
usual  amount  of  exercise  without  the  slightest  fatigue. 

As  a  result  of  the  first  consultation  he  was  ordered  Potass, 
lod.,  gr.  V,  with  tincture  and  decoction  of  cinchona  bark. 

On  October  9  he  was  seen  again  in  company  with  his  wife. 
He  was  unable  to  give  much  account  of  himself,  and,  when 
asked  as  to  his  feelings,  persisted  that  he  felt  perfectly  well. 
His  wife,  however,  stated  that  his  sleep  on  the  two  preceding 
nights  had  been  disturbed,  that  he  slept  for  a  time,  then  lay 
awake  for  a  half  an  hour  or  so  talking  wildly  about  some  grand 
schemes  for  the  future,  after  that  he  would  sleep  again,  and 
again  would  lie  awake  talking  incoherently.  His  usual  reading 
of  somewhat  heavy  subjects  had  become  distasteful  to  him,  or  if 
he  attempted  it  his  eyes  wandered  over  the  pages  without  his 
knowing  what  he  read.  During  the  past  two  days  he  had 
been  out  a  great  deal  during  the  day  and  appeared  to  be 
unusually  tired  at  night.  His  wife  stated  that  he  walked  well 
and  steadily  and  showed  no  tendency  to  stumble  over  any 
unevenness  of  the  ground  or  pavement.  In  addition  to  the 
medicine  a  night  draught  was  ordered  containing  half  a 
drachm  of  ammonium  bromide.     The  urine  was  natural. 

October  10. — He  slept  soundly,  and  seemed  to  be  in  all 
respects  himself  again.  His  wife  said  that  so  far  as  she  could 
tell  he  was  quite  well  again. 

October  19. — A  great  change  had  taken  place.  He  was 
morose  and  captious  at  times,  and  occasionally  apathetic.  He 
was  unable  to  concentrate  his  attention  on  any  subject  for  more 
than  a  few  moments.  His  wife  stated  that  he  would  fre- 
quently ask  questions  as  if  for  the  purpose  of  contradicting 
what  was  said  in  reply,  that  he  rolled  occasionally  in  his 
walk,  and  that  every  now  and  then  his  articulation  failed. 
Usually  he  sat  with  a  vacant  expression,  rarely  smiling. 

October  23. — When  out  for  a  walk  yesterday  he  became 
obstinate  and  somewhat  violent  in  the  street.  He  went  to  the 
house  of  his  wife^s  parents  to  complain  of  her  conduct. 
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It  should  be  mentioned  that  previously  to  this  he  had  lived 
on  most  affectionate  terms  with  her. 

October  27. — His  wife  reported  him  to  be  generally  im- 
proved; he  was  less  irritable,  talked  more  clearly,  and,  under  the 
influence  of  the  bromide,  slept  well.  Still  he  failed  to  under- 
stand the  simplest  argument ;  he  occasionally  became  excited 
and  went  so  far  as  to  call  those  persons  who  did  not  under- 
stand his  remarks  fools.  Under  the  excitement  his  speech 
would  become  thick  and  indistinct.  He  read,  however,  with 
more  interest  than  at  any  time  previously  to  the  attack,  but  he 
saw  marvels  in  the  most  ordinary  and  commonplace  state- 
ments in  the  newspapers. 

It  was  then  decided,  by  the  advice  of  Dr.  Blandford,  that  he 
should  go  to  Folkestone  for  a  change.  While  he  was  there  he 
wrote  a  letter  to  me  expressing  a  Avish  for  advice  on  his  return 
to  London,  and  hinting  strongly  that  the  visit  should  be  one 
of  a  friendly  nature — a  remarkable  fact,  as  he  was  always  most 
careful  and  particular  as  to  the  physician's  honorarium. 
While  at  Folkestone  he  remained  pretty  much  in  the  same 
condition  until  a  day  or  two  before  his  return  home.  It 
appeared  that  after  luncheon  one  day  he  stated  his  intention  of 
going  for  a  good  walk,  and  as  he  seemed  to  be  fairly  himself, 
no  active  opposition  was  made  to  his  doing  so.  He  started  in 
good  spirits ;  the  afternoon  wore  away  and  evening  came  on 
without  his  reappearance,  and  eventually  he  returned  about 
11  P.M.  much  exhausted.  As  far  as  could  be  learned  he  had 
taken  no  food,  and  he  was  unable  to  say  where  he  had 
been  or  how  far  he  had  walked.  After  this  he  had  some 
supper,  went  to  bed,  and  slept  well. 

On  November  2  7  he  returned  home  and  I  called  to  see  him  on 
his  arrival.  He  was  then  sitting  in  a  chair  in  his  study  with 
a  preoccupied  expression  of  face,  maintaining  perfect  silence. 
No  amount  of  persuasion  would  induce  him  to  speak  a  word. 
He  subsequently  talked  to  his  wife  on  ordinary  subjects ;  ate 
a  fair  dinner,  and  slept  as  usual.  On  this  day,  and  in  fact  for 
some  few  days  before,  he  appeared  to  have  a  craving  for 
alcohol,  and  drank  claret  to  an  amount  which  was  very  unusual 
with  him.  He  was  at  all  times  neat  in  his  dress  and  very 
particular  in  his  way  of  eating,  but  of  late  he  had  become 
dirty,  slobbered  over  his  food,  and  allowed  it  to  drop  from  his 
mouth  on  to  his  beard  and  clothes.  Otherwise  he  was  clean  in 
his  habits. 

On  the  morning  of  November  28  he  stated  his  intention  of 
resuming  his  usual  professional  occupation,  and  after  great 
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difficulty  his  wife  prevailed  upon  him  to  come  and  see  me.  He 
was  taciturn  and  very  obstinate  in  his  determination  to  go  to 
work  and  no  arguments  sufficed  to  prevent  him.  Accompanied 
by  his  wife  he  eventually  started  in  a  pouring  rain  to  walk — 
he  refused  to  ride.  He  arrived  at  his  destination  about  11 
A.M.  and  went  to  his  own  room,  but  was  unable  to  settle  to 
work,  and  continued  to  walk  up  and  down  until  late  in  the 
afternoon,  when  he  walked  home  to  dinner. 

On  the  following  day  he  again  attempted  to  resume  his 
work,  and  spent  the  morning  either  sitting  in  a  chair  doing 
nothing,  or  walking  up  and  down  his  room.  At  the  usual  time 
he  went  to  a  club  close  by  and  had  luncheon ;  after  that  he 
wandered  about  the  club,  not  creating  a  disturbance  exactly, 
but  annoying  the  members  considerably  by  his  restless- 
ness. 

About  6  P.M.  I  was  sent  for  to  the  club  to  see  him,  but  was 
unable  to  persuade  him  to  leave,  and  as  he  was  inclined  to 
resist  forcibly  any  attempt  to  induce  him  to  go  home,  it  was 
thought  advisable  to  consult  Dr.  Blandford  with  a  view  of 
placing  him  under  restraint.  Dr.  Cholmeley  then  saw  him  at 
the  club  and  had  no  difficulty  in  certifying  him  to  be  a  person 
of  unsound  mind.  It  was  now  nearly  7.30  p.m.  and  while  a 
consultation  was  in  progress  as  to  the  means  to  be  adopted  to 
get  him  home,  he  walked  rapidly  through  the  rooms  and  out 
at  the  back  door  of  the  club,  and  thence  straight  to  his  place 
of  business,  which  was  of  course  closed  for  the  day.  Being 
unable  to  obtain  admittance  he  started,  accompanied  by  his 
brother,  to  walk  home.  On  the  journey  he  walked  steadily 
(I  followed  them)  until  he  approached  another  club  of  which  he 
was  a  member.  He  then,  after  one  or  two  vain  attempts,  broke 
away,  and  ran  up  the  steps  of  the  club-house  two  at  a  time, 
and  sat  down  in  one  of  the  rooms.  In  the  course  of  fifteen 
minutes  or  so  his  brother  prevailed  upon  him  to  go  home.  By 
the  time  he  arrived  two  attendants  were  in  the  house,  and 
after  attempting  at  first  to  leave  the  house,  he  resigned  himself 
to  his  fate,  without  a  single  question  as  to  who  the  attendants 
were,  or  what  right  they  had  to  interfere  with  him.  He 
passed  a  quiet  night,  and  before  retiring  to  rest  ate  his  dinner 
as  usual. 

Next  morning  (November  30)  I  went  to  see  him  and  found 
him  in  the  hall  with  his  hat  on  preparing  to  go  out.  He  was  told 
that  this  was  impossible ;  he  therefore  took  off  his  hat  and  went 
into  the  dining-room  and  took  up  the  newspaper,  but  evidently 
with  out  any  idea  of  reading. 
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In  the  course  of  the  morning  he  was  taken  away  to 
Munster  House. 

The  following  is  an  abstract  of  the  notes  taken  during  the 
time  he  was  in  the  asylum  : 

On  admission  he  was  taciturn,  and  appeared  to  be  very 
lost ;  walked  up  and  down  the  room  smiling  in  a  vacant 
manner  when  spoken  to ;  would  not  answer  questions  put  to 
him  or  enter  into  conversation. 

On  December  3  and  4  the  patient's  condition  was  unaltered. 
He  took  food  well ;  and  the  bowels  acted  properly. 

December  4. — He  was  unconscious  for  six  hours ;  the  pupils 
were  dilated  and  insensible  to  light;  the  face  pale  and  per- 
spiring ;  the  mouth  firmly  closed.  On  recovering  conscious- 
ness, he  was  drowsy  for  some  hours,  but  about  6  p.m.  he 
aroused  and  took  food.  The  bowels  being  costive  he  had  five 
grains  of  calomel.     He  slept  well  during  the  night. 

Deqember  5. — He  was  wet  and  dirty,  and  very  restless. 

December  9. — He  had  a  slight  fit  during  dinner,  was  very 
sleepy,  but  conscious ;  fed  with  liquid  nourishment. 

December  10. — He  lay  with  his  eyes  closed,  was  conscious, 
but  refused  to  speak  ;  passed  water  when  held  up  by  two  atten- 
dants. 

December  1 1 . — Left  pupil  larger  than  the  right ;  both  acted 
well. 

December  13. — Spoke  two  or  three  times  in  answer  to  ques- 
tions ;  rather  drowsy.     Pulse  70,  temp.  98°,  urine  normal. 

December  14. — Quite  conscious ;  spoke  several  times. 

December  15. — Downstairs  again,  looked  pale;  sat  quietly 
by  the  fire ;  laughed  in  a  meaningless  way  when  spoken  to. 

December  16. — Eefused  food,  and  was  therefore  fed  with 
liquids. 

December  19. — Very  noisy,  shouting  and  screaming,  resist- 
ing violently  when  fed;  quiet  night;  wet  and  dirty. 

December  21. — A  catheter  was  passed;  somewhat  improved, 
and  took  a  walk  in  the  garden. 

For  the  next  three  days  he  was  very  excited,  wet,  and  dirty. 
As  he  was  walking  across  the  room  on  the  24th,  an  attendant 
holding  him  round  the  waist,  he  suddenly  fell  headlong  to  the 
ground  in  the  presence  of  Dr.  Blandford's  assistant.  The  only 
injury  he  sustained  was  a  slight  abrasion  of  the  nose. 

December  25. — Noisy  and  excited,  fed  as  before.  In  the 
evening  he  appeared  much  weaker  after  having  been  unconscious 
for  some  hours,  but  about  7.30  p.m.  he  recovered  and  was, 
so  far  as  I  could  learn,  more  rational  than  at  any  time  since 
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October  10.  He  asked  for  the  first  time  since  the  attack  for  his 
wife  and  spoke  affectionately  of  her.  This  state  of  mind  lasted  for 
about  fifteen  minutes,  when  he  again  became  drowsy,  and  then 
unconscious.  Gradually  he  became  weaker,  soon  after  10 
P.M.  no  pulse  could  be  felt  at  the  wrist.  The  weakness  in- 
creased and  he  died  at  3  a.m.  on  December  26. 

Permission  was  given  to  examine  the  head,  and  this  was 
done  thirty-six  hours  after  death. 

The  scalp  was  remarkably  exsanguine,  the  skull  was  of 
about  the  usual  thickness,  the  dura  mater  was  generally  adhe- 
rent to  the  upper  part  of  the  skull-cap. 

The  veins  on  the  surface  of  the  brain  were  full  of  blood, 
(the  thorax  had  not  been  opened),  and  the  convolutions  of  the 
superior  half  of  the  brain  were  flattened ;  the  grey  matter  of 
the  convolutions  was  congested  and  of  a  decidedly  pink  colour. 
The  arteries  and  other  structures  at  the  base  of  the  brain  were 
natural  in  appearance. 

The  pia  mater  was  natural.  The  ventricles  (lateral)  were 
very  greatly  dilated,  and  from  one  half  to  three  quarters  of  a 
pint  of  clear  fluid  escaped  when  an  incision  was  made  into  them. 
The  septum  lucidum  was  quite  firm ;  no  softening  of  the  cere- 
bral tissue  was  detected  in  any  part  of  the  brain.  The  central 
ganglia  were  apparently  natural,  as  also  were  the  other  parts 
of  the  cerebrum,  cerebellum,  and  medulla  oblongata. 

In  the  Journal  of  Mental  Science,  July,  1880,  p.  245,  Dr. 
Savage  has  recorded  a  case  of  "  Insanity  associated  with  Gran- 
ular Kidneys."  The  patient  was  a  governess,  aet.  35,  of  good 
general  health,  sober  habits,  and  without  any  history  of  here- 
ditary insanity. 

The  cause  of  her  illness  was  stated  to  be  anxiety  dating 
from  March,  1879.  The  symptoms  were  dulness,  depression, 
negligence  in  her  habits,  and  inability  to  follow  her  occupation. 
After  April  she  ceased  to  menstruate,  lost  flesh,  and  gradually 
passed  from  bad  to  worse. 

Five  years  previously  she  was  said  to  have  had  a  blow  on 
the  right  side  of  the  head  from  a  robber,  and  she  became  un- 
conscious after  it. 

In  August,  1879,  she  had  a  fit,  followed  by  weakness  of  the 
left  side.  When  she  came  under  observation  she  was  incoherent 
in  her  talk,  thought  her  friends  unkind  without  reason,  wan- 
dered about  the  house  in  an  objectless  manner,  and  was  at 
times  violent.  She  imagined  that  she  was  very  wicked  and 
that  God  was  angry  with  her.  She  bolted  her  food  ravenously, 
and  on  one  occasion  came  out  of  her  bedroom  naked  and  passed 
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water -on  tlie  mat.  Sbe  was  at  times  cataleptic.  Her  pupils 
were  dilated,  and  the  sight  of  the  right  eye  especially  was 
weak. 

There  was  no  alteration  in  her  condition  for  six  months. 
She  then  complained  of  pain  in  the  right  side  of  the  head ; 
marked  optic  neuritis  was  found,  more  in  the  right  eye,  where 
some  haemorrhages  were  seen.  Vomiting  then  set  in,  with 
increased  pain  in  the  head.  The  left  arm  and  leg  were  by  this 
time  feeble. 

The  urine  was  after  a  time  obtained  and  found  to  be  of  low 
specific  gravity  and  to  contain  a  large  quantity  of  albumen. 
The  heart's  action  was  heaving  and  forcible,  and  the  pulse  of 
high  tension. 

On  February  10,  1880,  she  was  found  (possibly  after  a  fit) 
in  a  semi-comatose  condition.  She  gradually  but  partially 
recovered  her  senses. 

On  April  10  she  had  a  fit  at  7  a.m.  and  died  at  4  p.m. 

At  the  post-mortem  examination  the  skull  was  found  to 
be  very  thick,  the  dura  mater  normal,  the  pia  mater  adherent. 
The  lateral  ventricles  were  full  of  serous  fluid  and  large  enough 
to  contain  an  orange. 

The  heart  was  hypertrophied  ;  the  lungs  emphysematous ; 
the  liver  natural ;  the  spleen  soft. 

The  kidneys  were  granular  and  weighed  four  and  a  half 
ounces. 

In  connection  with  the  case  Dr.  Savage  remarks  that 
excess  of  fluid  in  the  ventricles  of  the  brain  is  common  in 
general  paralysis,  and  he  suggests  the  question — Was  the  fluid 
in  the  ventricles  due  to  kidney  disease,  to  some  venous  obstruc- 
tion, or  to  old  hydrocephalus  ? 

Dr.  Blandf ord's  remarks  on  the  case  are  as  follows  :  "  I 
saw  this  patient  twice,  I  think,  previously  to  his  admission  to 
my  asylum,  once  with  Dr.  Whipham  and  once  alone  in  Dr. 
Whipham's  absence.  I  thought  the  case  would  turn  out 
eventually  to  be  one  of  general  paralysis  of  the  insane.  There 
had  been  a  slight  seizure  with  temporary  loss  of  articulation. 
The  memory  was  bad,  and  there  was  a  slight  amount  of  elation, 
shown  by  his  talking  about  grand  schemes  and  asserting  that 
he  was  perfectly  well,  never  better,  and  the  like.  The  inco- 
herence of  ideas,  the  inability  to  concentrate  his  attention,  and 
the  thickness  and  indistinctness  of  speech  favoured  this  theory. 
I  expected  to  hear  of  a  sudden  outbreak  of  maniacal  excite- 
ment ;  instead  of  this  came  a  condition  of  coma,  which  went 
on   with  curious  remissions  for   some    three  weeks.     I  was 
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present  on  one  occasion  when  he  was  visited  by  his  wife.  He 
was  lying  in  bed  apparently  unconscious  ;  he  opened  his  eyes, 
smiled  at  her,  and  spoke  to  her  coherently  in  a  whisper,  did 
not  complain  of  pain  or  anything  else,  and  on  her  departing 
subsided  into  the  same  lethargic  condition.  On  the  evening 
of  the  night  of  his  death  he  woke  up  and  talked  more  rationally 
than  he  had  done  since  his  admission.  The  condition  gene- 
rally was  of  a  lethargic  or  cataleptic  character,  not  absolute 
coma  or  sleep.  Occasionally  he  would  answer,  often  he  would 
not,  though  probably  conscious." 

The  chief  point  during  life  in  the  case  narrated  to  the 
Society,  was  the  difficulty  in  arriving  at  a  diagnosis  as  to  the 
class  of  insanity  to  which  it  should  be  referred.  While 
perfectly  in  accordance  with  the  views  of  Dr.  Blandford  as  to 
the  resemblance  which  it  bore  to  general  paralysis  of  the 
insane,  I  would  remark  that  some  of  the  most  important 
symptoms  of  general  paralysis  were  absent.  For  instance, 
the  gait  of  the  patient  was,  as  a  rule,  remarkably  steady. 
On  the  evening  of  November  29,  1882,  when  he  walked 
from  his  club  towards  home  accompanied  by  his  brother, 
I  followed  close  after  them  for  a  mile  at  least,  but  failed 
to  detect  the  slightest  unsteadiness  in  his  walk,  and  when 
crossing  streets  he  had  no  difficulty  in  clearing  the  kerbstone 
on  either  side.  Moreover,  he  ran  up  the  flight  of  steps  leading 
to  the  front  door  of  his  West-end  club,  two  at  a  time,  without 
the  least  difficulty.  That  there  existed  a  certain  amount  of 
elation  there  can  be  no  doubt,  from  his  wife's  description  of 
his  talking  of  grand  schemes  for  the  future,  in  the  intervals  of 
sleep,  on  one  or  two  nights  at  the  beginning  of  October,  1882. 
This  was  the  fact  upon  which  the  supposition  that  the  case  was 
one  of  general  paralysis  was  founded.  But  the  occurrence  of 
such  elation  was  rare. 

There  is  a  great  similitude  between  the  case  recorded  by 
Dr.  Savage  and  quoted  above,  so  far  as  the  clinical  facts  are 
concerned,  and  the  present. 

Pathologically,  however,  in  the  absence  of  a  complete  post- 
mortem examination,  they  differ.  In  Dr.  Savage's  patient  there 
was  advanced  granular  disease  of  the  kidneys,  but  in  the  case 
narrated  to  the  Society  the  urine  was  always  natural,  and  there 
were  no  symptoms  pointing  to  renal  disease,  that  is  to  say,  the 
urine  was  free  from  albumen,  the  heart  was  not  hypertrophied, 
the  arteries  were  soft,  and  the  pulse  easily  compressible. 

In  the  attempt  at  diagnosis  in  this  case,  the  fact  of  the 
twin  brother  having  died  of  hydrocephalus  was  insufficiently 
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estimated,  and  I  may  say  parenthetically  tliat  I  had  not  seen 
Dr.  Savage's  case  until  Dr.  Blandford  called  my  attention  to 
it  after  the  necropsy  had  taken  place. 

In  the  absence  of  any  evidence  of  renal  disease  or  manifes- 
tation of  venous  obstruction  the  inference  is  that  the  sym- 
ptoms observed  during  life  depended  upon  old  hydrocephalus. 

Assuming  this  to  be  so,  it  is  nevertheless  difficult  to  explain 
the  lucid  intervals  which  from  time  to  time  occurred,  and  the 
relapses  into  the  lethargic  and  obstinate  state,  and  more  par- 
ticularly that  remarkable  return  of  apparently  complete 
intelligence  for  the  fifteen  minutes,  eight  hours  before  the 
patient's  death. 

Since  writing  the  above  I  accidentally,  while  looking  over 
some  records  of  lives  examined  at  an  insurance  office,  came 
across  a  note  made  by  Dr.  H.  W.  Fuller  on  June  1,  1866^  to 
the  effect  that  the  father  of  the  proposer  under  examination 
had  died  at  the  age  of  forty-four  "  after  four  months'  insanity." 
The  diagnosis  during  the  life  of  the  patient  was  congestion  of 
the  brain.  Post-mortem  examination,  however,  showed  it  to 
be  in  reality  a  case  of  "  water  on  the  brain." 
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XLIII. — A  Case  of  NephrO'Lithotomy.     By  Wm. 
Anderson.     Bead  May  23,  1884. 

THE  subjoined  account  is  offered  as  a  contribution  to  tlie 
series  of  examples  of  lumbar  nephro-litliotomy  commenced 
by  Mr.  Morris  in  February,  1880. 

The  patient,  a  joiner,  set.  20,  was  admitted  into  St. 
Thomas's  Hospital  on  the  2nd  July,  1883,  with  symptoms  of 
renal  calculus. 

The  first  indications  of  the  presence  of  a  stone  in  the  kidney 
appeared  suddenly  in  October,  1882,  when  the  patient  was 
seized  by  an  intense  pain  extending  from  the  left  loin  to  the 
inguinal  region,  followed  by  the  evacuation  of  bloody  urine. 
The  lumbar  pain  subsided  in  the  course  of  a  few  hours,  but 
returned  whenever  any  attempt  was  made  to  resume  active 
employment,  while  the  haematuria  persisted,  in  varying  degree, 
being  slight  during  periods  of  rest,  severe  after  exertion, 
until  the  time  of  admission.  The  secretion  was  also  observed 
to  deposit  from  time  to  time  a  red  crystalline  gravel,  and  on 
one  occasion  a  copious  white  sediment  (  ?  pus),  but  there  was 
no  history  of  the  passage  of  a  calculus  per  urethram. 

The  general  health  remained  unimpaired  throughout,  but 
the  suffering  induced  by  movement  compelled  the  patient  to 
entirely  abandon  his  occupation,  and  for  six  months  before  his 
entrance  into  the  hospital  exercise  of  all  kinds  had  become  in- 
tolerable. 

Condition  on  admission. — Aspect  healthy,  body  muscular 
and  well  nourished.  All  the  organs  except  the  kidneys 
appeared  to  be  perfectly  sound. 

The  urine  was  passed  in  natural  amount,  but  contained 
blood  and  deposited  crystals  of  uric  acid.  Examination  of  the 
lumbar  regions  and  exploration  of  the  bladder  with  a  sound 
gave  only  negative  results.  Under  the  influence  of  rest  the 
urine  lost  its  bloody  tinge  and  the  albumen  became  consider- 
ably reduced  in  quantity;  any  attempt  to  walk,  however,  always 
induced  a  recurrence  of  pain  and  the  reappearance  of  haema- 
turia. On  the  4th  of  September,  after  a  slight  aggravation  of 
the  symptoms,  a  distinct  fulness  was  detected  in  the  left  loin, 
the  dulness  on  percussion  extended  down  to  the  iliac  crest,  and 
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some  tenderness  was  felt  on  deep  pressure  over  the  region  of 
the  kidney. 

The  diagnosis  of  calculus  in  the  pelvis  renalis  having  been 
confirmed  by  Dr.  Ord  and  Dr.  Sharkey,  the  patient  was  ad- 
vised to  submit  to  an  operation  without  further  delay. 

Operation  10th  of  September,  1883.  The  patient  having 
been  brought  under  the  influence  of  ether  was  placed  in 
a  prone  position,  with  the  abdomen  supported  by  pillows. 
An  oblique  incision  was  made  in  the  lumbar  region,  extending 
from  the  external  margin  of  the  erector  spinee  outwards  for 
three  and  a  half  inches,  parallel  to,  and  about  three  fingers' 
breadth  below,  the  eleventh  rib  (the  twelfth  rib  could  not 
be  felt).  The  division  of  the  various  parietal  structures  was 
effected  with  but  trifling  loss  of  blood,  and,  on  incision  of  the 
fascia  transversalis,  the  adipose  tissue  surrounding  the  kidney 
bulged  in  considerable  quantity  into  the  wound.  The  lower 
end  of  the  organ  was  exposed  by  tearing  through  the  fatty 
investment,  and  appeared  to  be  quite  normal  as  to  aspect, 
dimensions,  and  position. 

On  passing  the  finger  around  the  inner  border  of  the  kidney 
a  hard  substance  could  be  distinguished  in  the  pelvis  renalis, 
and  an  exploring  needle,  introduced  in  the  direction  of  the 
hilum  through  the  substance  of  the  kidney,  struck  the  rough 
surface  of  a  stone. 

The  gland,  which  was  extremely  mobile,  was  then  grasped 
between  the  thumb  and  middle  finger,  and  an  opening  was 
scratched  with  the  nail  of  the  index  finger  through  the  poste- 
rior wall  of  the  pelvis  renalis  directly  over  the  foreign  body. 
This  aperture  was  enlarged  with  a  bistoury  to  a  suflBcient  ex- 
tent to  admit  the  point  of  the  finger.  With  the  guidance  so 
secured,  the  calculus  was  easily  reached  and  seized  with  a  pair 
of  forceps,  but  the  instrument  slipped  as  often  as  traction  was 
attempted,  on  one  occasion  breaking  off  a  fragment  of  the 
stone.  Extraction  by  this  means  being  impracticable  the  tip 
of  the  forefinger  was  hooked  around  the  foreign  body,  which  by 
dint  of  somewhat  forcible  leverage  was  at  length  dislodged  and 
brought  to  light. 

The  opening  of  the  pelvis  was  followed  by  the  escape  of  a 
small  quantity  of  blood-stained  urine,  but  nothing  deserving 
the  name  of  haemorrhage  occurred  after  the  completion  of  the 
parietal  section. 

After  the  insertion  of  an  india-rubber  drainage-tube  the 
wound  was  closed  with  silk  sutures  and  dressed  antiseptically. 
The  carbolised  spray  was  used  throughout  the  operation. 
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Results  of  operation. — Tlie  patient,  upon  recovering  from  the 
effects  of  the  ansestlietic,  did  not  appear  to  be  suffering  from 
shock  and  complained  of  no  pain  beyond  that  due  to  the  pres- 
sure of  the  drainage-tube  against  the  wound.  The  tempera- 
ture, which  was  99°  immediately  before  the  operation  (2  p.m.), 
rose  to  100"8°  in  the  evening  (8  p.m.).  A  sound  sleep  of  three 
hours'  duration  was  procured  by  the  hypodermic  injection  of 
one  third  of  a  grain  of  morphia. 

On  the  following  morning  the  temperature  was  100'4°. 
The  general  condition  was  satisfactory,  and  urine  to  the 
amount  of  23  oz.,  of  dark  red  colour,  had  been  passed 
per  vias  naturales  during  the  night.  On  removing  the  dres- 
sings the  gauze  was  found  moistened  with  a  blood-stained 
fluid,  probably  urine.  The  patient  was  placed  upon  a  diet  of 
milk  administered  in  fixed  quantities  and  at  regular  intervals. 

At  noon  the  temperature  rose  to  102°.  Urine  was  passed 
freely  by  the  urethra,  but  the  secretion  had  begun  to  assume 
a  dusky  olive  tint  indicative  of  carbolic  acid  poisoning,  and  de- 
posited a  large  quantity  of  leucocytes  and  red  corpuscles. 

The  dressing  was  again  changed  in  the  evening.  The  dis- 
charge was  small  in  amount  and  unmixed  with  urine. 

On  the  12th,  the  second  day  after  operation,  the  patient 
appeared  restless  and  complained  of  nausea,  and  the  olive  green 
discolouration  of  the  urine  was  more  strongly  marked  than  on 
the  previous  morning.  Eucalyptus  dressings  were  substituted 
for  those  of  carbolic  acid. 

From  this  time  all  went  on  favorably.  The  dressings 
were  renewed  night  and  morning,  and  the  discharges,  which 
were  always  moderate  in  amount  and  free  from  admixture 
with  urine,  remained  perfectly  inodorous  throughout.  The 
wound  united  in  the  greater  part  of  its  extent  by  first 
intention.  Urine  was  passed  by  the  normal  passages  in 
quantities  which  gradually  rose  from  51  oz.  (11th)  to  72 
oz.  (17th),  and  then  fell  to  a  level  fluctuating  between  50 
and  60  oz.  The  olive-green  tint  disappeared  after  the 
fourth  day  and  the  proportion  of  cell-forms  and  albumen  un- 
derwent progressive  diminution.  The  temperature  never  rose 
beyond  102 '2°  (13th),  and  after  ten  days  subsided  within  the 
normal  range. 

The  milk  diet  was  maintained  until  the  fifth  day  after  the 
operation,  when  a  little  solid  food  was  allowed  in  deference  to 
the  urgency  of  the  patient's  returning  appetite. 

The  drainage-tube  was  withdrawn  on  the  seventh  day  and 
antiseptics  were  discontinued  after  the  end  of  the  second  week. 
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leaving  a  healthily  granulating  wound.  By  the  middle  of 
October  the  wound  had  become  reduced  to  a  small  superficial 
sore.  The  patient  was  then  permitted  to  get  up  and  was 
able  to  walk  without  pain.  Only  a  trace  of  albumen  was 
present  in  the  urine,  but  a  few  white  cells  were  still  visible  on 
microscopical  examination. 

He  was  discharged  cured  on  the  1st  of  November,  forty - 
one  days  after  the  operation,  and  went  to  his  home  in  Ipswich. 
Ten  days  later  he  came  to  London  to  report  himself  "  as  well 
as  he  ever  was "  and  altogether  free  from  pain.  His  urine, 
however,  showed  a  slight  increase  of  albumen  and  cell  forms, 
probably  owing  to  the  festivities  incident  upon  his  restoration 
to  his  friends. 

The  calculus  was  dark  brown  and  somewhat  rough  on  the 
surface,  brownish  grey,  and  laminated  on  section.  Its  shape 
was  very  similar  to  that  of  a  lower  molar  tooth,  with  a  large 
crown  and  two  fang-like  processes  separated  by  a  deep  notch 
at  the  bottom  of  which  was  a  sharply  marginate  circular 
excavation  about  a  quarter  of  an  inch  in  diameter.  In  this 
depression  a  small  portion  of  renal  substance,  apparently  the 
apex  of  a  papilla,  had  become  so  firmly  wedged  that  it  was 
torn  away  during  the  extraction. 

Fig.  2. 


The  weight  of  the  stone  was  sixty  grains.  It  was  com- 
posed principally  of  oxalate  of  lime  (about  90  per  cent.)  with 
10  per  cent,  of  uric  acid  and  traces  of  magnesian  phosphate. 

The  subsequent  progress  of  the  case  is  interesting.  For 
two  months  after  leaving  the  hospital  the  patient  remained 
free  from  all  symptoms  and  resumed  his  employment,  but  at 
the  end  of  this  time  he  was  seized  by  an  attack  of  pain  in  the 
left  renal  region  and  expelled  a  small  stone  by  the  urethra. 
Since  then  nearly  forty  calculi  have  been  passed,  with  smooth, 
irregularly  rounded  or  imperfectly  facetted  surfaces,  and 
ranging  in  size  from  that  of  a  millet-seed  to  that  of  a  pea. 
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The  attacks  have  recurred  at  short  but  unequal  intervals, 
the  pain  always  referred  to  the  left  side  and  varying  in 
severity  with  the  dimensions  of  the  stone.  The  health  has 
remained  good,  and  employment  has  been  interrupted  only  by 
the  prostration  sequent  upon  the  more  acute  paroxysms. 

A  specimen  of  urine  examined  a  fortnight  ago  was  seen  to 
contain  a  small  quantity  of  leucocytes  admixed  with  octa- 
gonal crystals  of  oxalate  of  lime. 

The  calculi  have  been  found  by  Dr.  Bernays  to  consist  of 
oxalate  of  lime  with  a  little  nitrogenous  organic  matter  and 
traces  of  uric  acid. 

Remarhs. — The  present  case  forms  the  eighth  of  the 
recorded  examples  of  operation  for  the  removal  of  a  stone  from 
the  kidney  entire,  by  incision  through  the  healthy  parietes. 
It  has  been  considered  desirable  to  exclude  from  the  category 
operations  in  cases  complicated  by  the  presence  of  a  lumbar 
sinus. 

The  seven  previous  cases  were  those  of  Mr.  Morris  (Op., 
February  11, 1880),  Mr.  Beck  (August  16, 1881),  Messrs.Whip- 
ham  and  Hayward  (May  19,  1881),  Mr.  Butlin  (October  25, 
1881),  Mr.  Bennett  May  (October  20, 1882),  Mr.  Jones  (referred 
to  at  a  meeting  of  the  Manchester  Medical  Society  on  the  2nd 
of  May,  1883),  and  Mr.  Howse  (January  31,  1883). 

The  operation  was  completely  successful  in  all  but  one 
instance  in  which  the  condition  was  complicated  by  abscess 
formation  in  the  kidney  subjected  to  operation,  and  extensive 
disease  in  the  opposite  organ.  This  patient  died  within  twenty- 
four  hours  of  the  operation. 

The  calculi  removed  varied  in  weight  between  twenty 
grains  and  one  ounce.  In  composition,  four  were  mainly  con- 
cretions of  calcium  oxalate,  two  of  uric  acid,  and  two  of 
calcium  phosphate. 

The  operative  measures  differed  principally  in  the  treatment 
of  the  kidney.  In  six  instances  the  stone  was  reached  by 
incision  of  the  renal  tissues ;  and  in  the  two  remaining 
examples,  those  of  Mr.  Butlin  and  myself,  the  calculus  was 
extracted  directly  from  the  pelvis,  the  parenchyma  of  the 
kidney  not  being  encroached  upon. 

The  operation  appears  to  have  been  unattended  by  any 
special  difficulty  in  any  of  the  cases,  and  the  only  complication 
of  importance  was  the  occurrence  of  severe  haemorrhage  in 
association  with  the  renal  incision  in  two  instances. 

The  ultimate  result  was  perfect  in  all  the  cases  of  recovery 
from  the  operation.    In  none  did  any  permanent  fistula  become 
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established,  the  urine  ceasing  to  flow  through  the  wound  after 
the  lapse  of  an  interval  ranging  from  eighteen  hours  to  eighty- 
one  days. 

The  name  of  pyelo-lithotomy  is  suggested  as  a  distinctive 
title  for  the  procedure  just  described,  in  which  a  calculus  is 
reached  by  an  incision  of  the  pelvis  renalis,  to  distinguish  it 
from  nephro-lithotomy  proper,  in  which  the  extraction  is 
effected  through  a  wound  of  the  parenchyma  of  the  organ.  A 
more  extended  experience  is  necessary  to  decide  whether  the 
former  operation,  when  practicable,  has  any  advantages  over  the 
latter.  Up  to  the  present  time  the  incision  into  the  renal  tissue 
has  been  productive  of  no  ultimate  ill  consequences,  although 
severe  hsemorrhage  followed  as  an  immediate  result  in  two 
cases,  but  it  is  not  difficult  to  conceive  the  possibility  of  grave 
complications  from  a  wound  of  the  large  vessels  near  the  hilum 
in  future  operations.  On  the  other  hand  the  two  examples 
of  pyelo-lithotomy  seem  to  indicate  that  while  the  loss  of  blood 
is  minimised  by  this  method,  the  risks  of  urinary  infiltration 
and  fistula  are  certainly  not  augmented  ;  in  fact  the  cessation 
of  the  flow  of  urine  through  the  wound  took  place  very  early 
in  both  instances,  in  Mr.  Butlin's  case  after  the  fifteenth  day, 
in  the  present  case  within  eighteen  hours  of  the  removal  of 
the  stone.  There  is,  however,  a  possibility,  to  which  the 
sequel  of  this  case  lends  some  colour,  that  irregularities  of  the 
inner  surface  of  the  duct  left  by  the  cicatrisation  of  the  wound 
may  predispose  to  the  formation  of  new  calculi. 

Two  points  may  be  incidentally  alluded  to  in  connection 
with  this  case.  First,  the  deceptive  character  of  the  local 
signs  of  fulness  and  tenderness  of  loin  and  increased  area  of 
percussion  dulness,  which  here  were  proved  in  the  course  of 
operation  to  possess  no  special  significance  and  were  probably 
due  to  accumulation  of  f seces  in  the  colon.  Secondly,  the  fact 
that  the  eleventh  rib  was  the  lowest  that  could  be  felt  through 
the  parietes,  an  anatomical  peculiarity  of  not  infrequent 
occurrence  and  one  which,  if  unnoted,  might  lead  the  operator 
into  unpleasantly  close  relations  with  the  pleural  sac — espe- 
cially upon  the  left  side.  There  is  unfortunately  no  doubt  that 
the  conditions  which  originally  led  to  the  secretion  of  calculous 
deposit  in  the  left  kidney  have  undergone  no  change  since  the 
operation,  and  that  the  aid  of  the  surgeon  may  at  any  time  be 
again  called  for  unless  the  chain  of  morbid  phenomena  can  be 
broken  either  by  nature  or  by  the  physician. 
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XLIV. — Sequel  of  a  Case  of  Aneurism  of  the  Ascending 
Aorta.  By  David  W.  Finlay,  M.D.  Bead  April 
25,  1884. 

IT  may  be  in  the  recollection  of  some  members  of  tlie  Society 
that  rather  more  than  two  years  ago  (namely,  on  February 
10,  1882)  I  read  notes  of  a  case  of  aneurism  of  the  ascending 
aorta,  the  patient  being  also  shown.  The  case  is  fully  re- 
ported in  vol.  XV  .of  the  Transactions,  p.  151.  Without  going 
into  unnecessary  detail  I  may  say  that  the  patient,  a  female 
aet.  32,  presented  well-marked  signs  of  a  sacculated  aneurism 
of  the  first  part  of  the  aorta,  with  aortic  and  mitral  incompe- 
tence ;  that  she  had  been  under  observation  for  three  years,  and 
had  been  treated  for  the  first  six  months  by  rest,  restricted 
diet  after  Mr.  TuffnelFs  plan,  and  increasing  doses  of  iodide  of 
potassium.  During  the  subsequent  two  years  and  a  half  she 
had  attended  as  an  out-patient,  and  had  been  taking  almost 
continuously  iodide  of  potassium  in  considerable  doses. 

The  question  proposed  for  discussion,  when  the  patient  was 
shown,  was  the  propriety  or  otherwise  of  operative  treatment 
by  electrolysis  or  the  distal  ligature,  the  arguments  for  and 
against  which  were  stated  in  the  paper  then  read. 

As,  independently  of  other  considerations,  the  patient  was 
unwilling  to  be  again  laid  up  in  the  hospital,  it  was  resolved 
merely  to  continue  the  treatment  with  iodide  of  potassium,  and 
she  attended  regularly  at  the  out-patient  department  of  the 
Middlesex  Hospital  once  a  fortnight  until  her  death,  which  took 
place  on  March  26,  1884. 

For  the  most  of  the  time  she  took  twenty  grains  of  the 
iodide  three  times  a  day.  Upon  two  occasions,  when  her  medi- 
cine was  changed,  she  complained  of  not  feeling  so  well.  She 
also  complained  frequently  of  a  little  cough,  and  occasionally 
of  attacks  of  giddiness,  rarely  of  any  pain,  and  upon  the  last  oc- 
casion when  I  examined  her  at  the  hospital  (January  18,  1884) 
she  stated  that  she  felt  better  in  her  general  health  than  she 
had  done  two  years  before. 

As  to  her  physical  condition  the  notes  made  on  that  occa- 
sion were  almost  the  exact  counterpart  of  those  read  when  she 
was  shown  at  the  meeting  of  the  Society  in  1882.  From  these 
she  seemed  to  be  neither  better  nor  worse. 
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On  Saturday,  March  22,  however,  she  was  seized  with  short- 
ness of  breath,  cough,  pains  in  the  chest,  and  faintness,  and 
her  condition  becoming  gradually  worse  I  was  asked  to  see 
her  on  March  24.  She  was  too  ill  then  to  justify  any  very 
minute  examination,  but  her  pulse  was  weak,  face  pale,  breath- 
ing rapid  and  orthopnoeal,  and  pulsation  in  the  tumour  feeble. 
A  few  scattered  mucous  rales  were  heard  over  the  chest,  the 
resonance  on  percussion  at  the  left  posterior  base  was  impaired, 
and  she  expectorated  a  little  tenacious  blood-stained  sputum. 
She  died  in  the  course  of  the  same  evening. 

At  the  post-mortem  examination,  which  was  made  at  her 
own  house  thirty-seven  and  a  half  hours  after  death,  the  lungs 
and  heart  being  the  only  organs  examined,  the  sac  of  the 
aneurism  was  found  to  be  adherent  to  the  cartilages  of  the 
second,  third,  and  fourth  ribs  on  the  right  side  and  to  the 
adjacent  part  of  the  sternum.  The  aneurism,  which  contained 
a  quantity  of  loose  decolorised  clot,  sprang  from  the  aorta  im- 
mediately above  the  aortic  valve,  and  was  divided  into  two 
parts  by  a  calcareous  ridge  which  passed  across  its  right  or 
outer  side,  each  division  of  the  sac  being  about  the  size  of  a 
small  orange.  The  direction  of  the  whole  was  forwards  and 
downwards,  and  in  its  forward  course  it  had  become  adherent 
to  the  heart  itself  at  the  upper  and  anterior  part  of  the  right 
ventricle. 

The  interior  of  the  aneurism  was  roughened  and  thickened 
almost  everywhere  by  patches  of  atheroma,  which  had  proceeded 
in  many  parts  to  calcification.  Part  of  the  sternum  was  eroded 
as  well  as  the  cartilages  of  the  second  and  third  ribs,  but  little 
of  the  latter  remaining.     There  was  no  firmly  adherent  clot. 

The  cusps  of  the  aortic  valve  were  thickened,  puckered, 
coherent  and  obviously  incompetent.  The  left  ventricle  was 
dilated  and  hypertrophied,  the  wall  at  its  thickest  part  mea- 
suring three  quarters  of  an  inch.  The  mitral  valve  and  its 
chordae  tendiness  were  thickened  and  opaque.  The  muscular 
substance  of  the  heart  was  pale  and  soft  and  under  the  micro- 
scope showed  advanced  granular  degeneration,  its  striation  in 
parts  being  almost  completely  lost. 

The  pericardium  was  adherent,  though  but  slightly  so  ;  the 
adhesions  readily  giving  way  when  it  was  stripped  off.  The 
Ventricles  contained  a  small  quantity  of  clot  and  fluid  blood.  A 
small  portion  of  the  anterior  margin  of  the  upper  lobe  of  the 
right  lung  and  the  adjacent  part  of  the  middle  lobe  were  ad- 
herent to  the  outer  side  of  the  sac  of  the  aneurism.  The  lung 
itself  was  tough  and  but  slightly  crepitant,  frothy  fluid  flowing 
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from  it  on  section.  The  bronchial  tubes  were  filled  with  muco- 
purulent fluid  and  the  lining  membrane  was  injected.  The 
left  lung  was  in  a  similar  condition  except  that  its  posterior 
base  was  congested  and  friable^  breaking  down  readily  under 
pressure  with  the  finger. 

Remarks. — The  results  of  the  post-mortem  examination 
fully  bear  out  the  conclusions  arrived  at  when  the  case  was 
first  brought  forward.  In  particular,  the  condition  of  the 
aortic  valve  establishes  the  fact  of  the  aortic  regurgitation, 
regarding  which  doubts  were  expressed  by  some  when  the 
patient  was  shown. 

As  to  the  effect  of  the  treatment  there  was  certainly  no  de- 
posit of  fibrin  or  consolidation  of  the  sac  such  as  we  are  taught 
to  expect  from  the  experience  of  Mr.  Tuffnell.  No  doubt  the 
restricted  diet  was  very  helpful  in  the  case,  just  as  the  rest  in 
the  recumbent  posture  and  the  iodide  of  potassium  were,  and 
they  all  probably  acted  in  the  same  way,  namely,  by  lowering 
the  blood  pressure. 

It  may  also  be  noted  that  the  aneurism  was  not  directly 
the  cause  of  death,  which  was  due  rather  to  the  degeneration 
of  the  heart's  substance  consequent  upon  the  incompetence  of 
the  aortic  valve. 
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XLV. — Two  Gases  of"Rernie  en  Bissac"  in  Women,  one 
being  also  "Intraparietal.'^  By  0.  Hilton  Golding- 
BiRD.    Bead  May  23,  1884. 

Avery  short  notice  of  the  first  case  will  suffice.  It  was  a 
woman,  Eliza  J.,  aet.  47,  admitted  under  my  care  into 
Guy's  Hospital  on  December  11,  1883,  for  strangulated  hernia 
on  the  right  side.  I  found  a  tumour  in  the  right  groin 
occupying  all  the  upper  part  of  Scarpa's  triangle,  like  an 
ordinary  femoral  hernia,  but  from  it  a  diverticulum  passed  down 
into  the  adjacent  labium.  But  that  the  neck  could  be  made 
out  external  to  the  pubic  spine,  the  case  might  have  been  taken 
for  one  of  inguinal  coexisting  with  femoral  hernia — as  indeed  I 
was  told  by  the  house  surgeon  that  it  was.  I  reduced  the  hernia 
with  some  difficulty,  having  first  to  empty  the  labial  portion  and 
then  the  true  femoral.  Within  a  week  the  tumour  again  came 
down  with  severe  symptoms,  and  I  was  compelled  to  operate, 
and  had  then  ocular  proof  of  what  I  had  felt  before.  There  was 
a  large  triangular  hernial  sac  in  the  thigh,  and  from  its  upper  and 
inner  part  a  prolongation  exactly  like  the  finger  (thumb)  of  a 
glove  passed  into  the  labium,  and  was  firmly  attached  there. 
I  opened  the  sac  to  release  the  bowel,  and  again  had  to  reduce 
the  labial  portion  first.  Afterwards  I  dissected  away  the 
femoral  sac,  ligaturing  it  at  the  crural  ring,  but  the  labial 
diverticulum  I  cut  through  at  its  junction  with  the  femoral 
sac.  It  was  a  true  sac  and  not  a  mere  condensation  of  con- 
nective tissue. 

On  questioning  the  woman  afterwards  she  insisted  that  the 
labial  swelling  had  been  the  first  to  appear  fourteen  years  ago, 
yet  I  find  no  reference  to  this  in  my  notes  of  the  case  when  I 
operated  upon  her  five  years  ago  for  the  same  hernia  as  existed 
on  admission.  I  have  it  merely  noted  as  an  ordinary  femoral 
hernia,  so  possibly  the  labial  portion  was  an  after-occurrence. 

The  treatment  need  not  be  noted.  The  patient  is  now  well, 
with  apparently  a  radical  cure  of  her  hernia. 

I  have  called  this  an  "  hernie  en  bissac,"  though  strictly  this 
term  is  applicable  only  to  the  inguinal  variety.  It  is  of  great 
clinical  interest  from  the  difficulty  it  gave  rise  to  in  the 
diagnosis ;  indeed,  had  the  patient  been  a  stout  woman  so  that 
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the  pubic  spine  could  not  have  been  made  out,  a  double  hernia 
might  well  have  been  thought  to  exist. 

Eliza  D.,  aet.  60,  in  Guy's  Hospital  under  my  care  on 
February  13,  1884.  Twenty  years  ago  had  for  the  first 
time  a  left  inguinal  hernial  protrusion  which  came  suddenly 
on  exertion.  For  it  she  wore  a  truss  ton  years,  and  was  then 
declared  cured,  and  discarded  it  for  the  future.  For  the  next 
eight  years  she  had  occasional  attacks  of  vomiting,  but  never 
associated  them  with  the  old  hernia,  nor  knew  of  there  being 
any  fresh  protrusion  during  or  between  the  attacks  of  sickness. 
Last  April  (1883)  she  first  noticed  a  swelling  the  size  of  her 
hand  in  the  parietes  of  the  left  iliac  region ;  for  three  days  it 
increased  in  size  and  then  subsided,  but  not  completely.  She 
rested  and  used  fomentations.  There  were  no  constitutional 
symptoms.  She  remained  well  till  the  new  year  (1884),  when 
the  swelling  again  appeared  in  a  similar  manner,  and  was  very 
painful;  there  was  no  retching.  It  subsided  in  a  few  days. 
Two  weeks  ago  it  appeared  again  for  the  third  time  with 
vomiting,  and  the  general  symptoms  of  strangulation.  This 
time  the  swelling  has  not  disappeared,  but  the  vomiting 
has  lessened  though  not  entirely  ceased.  The  bowels  have 
been  occasionally  open,  the  last  time  being  the  day  before 
admission.  She  was  not  aware  of  the  hernial  protrusion  ever 
having  come  again  through  the  external  ring  since  she  left  off 
her  truss  ten  years  ago. 

When  admitted  she  was  seen  to  be  a  stout  florid  person, 
with  a  rather  abdominal  expression.  Temp.  99*2°,  pulse  100 
— 105,  but  general  condition  fairly  comfortable,  no  vomiting, 
bowels  confined,  no  flatus  passed. 

Protruding  through  the  left  external  abdominal  ring,  a 
round  hernial  elastic  swelling  of  small  size  was  felt;  it  was 
tender  and  devoid  of  cough  impulse.  The  left  iliac  region  of 
the  abdominal  wall,  extending  for  four  inches  above  Poupart's 
ligament  and  outward  beyond  the  anterior  iliac  spine,  was 
occupied  by  a  subcutaneous  tumour,  solid  to  the  touch, 
movable  under  the  skin,  and  fairly  so  over  the  external  oblique 
aponeurosis.  Its  general  shape  was  pyriform,  the  narrow 
end,  which  was  also  the  more  fixed,  reaching  nearly  to  the 
external  ring.  Its  lower  edge  lay  on  Poupart's  ligament.  It 
was  tender,  elastic,  and  fluctuating  in  part,  and  devoid  of 
impulse.  The  skin  over  it  was  normal.  Its  character — save 
that  it  was  dull  on  percussion — suggested  a  tumour  formed  by 
intestine  from  a  ruptured  hernial  sac. 

On  February  14  the  tumour  was  explored  by  an  incision 
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parallel  to  Poupart's  ligament.  The  following  condition  pre- 
sented itself.  A  deeply  congested  hernial  protrusion  the  size 
of  half  a  walnut  projected  through  the  external  ring;  its  con- 
tinuity with  the  larger  swelling,  which  was  also  a  hernial  sac 
containing  bowel  and  omentum,  was  not  visible,  by  reason  of  a 
band  of  fibres  derived  from  the  external  oblique  aponeurosis, 
about  half  an  inch  wide,  which  passed  across  the  narrow  extre- 
mity of  the  larger  tumour.  It  formed  in  fact  a  broad  external 
pillar  to  the  ring,  nothing  further  being  found  of  the  anterior 
wall  of  the  inguinal  canal,  it  having  been  destroyed  apparently 
by  the  bursting  through  of  the  larger  hernial  sac,  which  lay  in 
the  subcutaneous  fat  in  the  position  already  described. 

The  external  pillar  had  to  be  divided  before  the  inner  ring 
could  be  reached,  when  this  was  also  divided,  and  the  bowel 
from  both  hernial  protrusions  easily  reduced.  The  sac  was  now 
opened  and  a  large  mass  of  hard  inflamed  omentum  was  liga- 
tured and  removed.  The  larger  sac  was  then  peeled  off  its 
attachments  and  ligatured  at  its  neck  and  cut  away ;  the  small 
sac  in  the  inguinal  canal  seemed  an  appendage  to  the  larger 
one,  there  being  in  fact  two  sacs  with  one  neck. 

The  operation  was  conducted  antiseptically  and  the 
subsequent  treatment  calls  for  no  remark.  The  patient  lived 
but  two  days,  gradually  sinking.  There  were  no  symptoms  of 
peritonitis,  and  flatus  was  passed. 

The  post  mortem  showed  the  same  local  conditions  that 
have  been  already  described.  The  piece  of  ileum  that  had  been 
in  the  sac  was  still  of  dark  colour  and  showed  where  the  neck 
of  the  sac  had  constricted  it,  but  otherwise  there  was  no 
evident  cause  for  death.  No  peritonitis  ;  viscera  generally  quite 
healthy.  The  bowel  seemed  to  have  been  unable  to  recover 
owing  to  the  prostrate  state  of  the  patient. 

This  is  one  of  those  cases  which  Mr.  Birkett  has  pointed 
out  are  often  mistaken  for  "  reduction  en  masse.''  It  is  a  true 
''hemic  en  bissac,"  but  not,  I  believe,  an  ordinary  form  of  m- 
traparietal  hernia.  With  the  exception  of  one  (mentioned  in 
Holmes's  Surgery)  all  the  cases  of  intraparietal  hernia  that  I 
have  seen  recorded  had  the  tumour  lying  between  the  abdo- 
minal muscles;  but  in  this  one  which  I  have  related  it  was  subcu- 
taneous ;  nor  was  the  sac  ruptured.  Mr.  Luke  recorded  a  case* 
similar  to  my  own,  of  a  woman  est.  80,  but  with  this  difference 
that  the  sac  lay  beneath  the  muscles.  The  complete  disap- 
pearance of  the  anterior  wall  of  the  inguinal  canal, — the  only 
remnant  of  it  being  a  rather  wide  external  pillar  to  the  external 
*  London  Medical  Gatette,  1850,  March,  p.  458. 
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ring,  where  there  was  no  history  of  violence,  is  worthy  of 
note. 

No  taxis  had  ever  been  applied,  and  the  patient,  a  governess, 
had  never  worked  laboriously.  From  her  statements  it  seems  that 
the  original  hernial  protrusion,  for  which  she  wore  a  truss,  was 
that  down  the  inguinal  canal.  It,  however,  quite  disappeared 
in  ten  years,  indeed  she  was  told  in  Vienna  that  she  never 
could  have  had  a  hernia  at  all,  and  hence  she  from  that  time 
gave  up  her  truss.  The  attacks  of  occasional  sickness  during 
the  next  eight  years  point  to  some  hernial  protrusion,  though 
she  was  aware  of  no  swelling,  and  the  fair  assumption  is  that 
she  had  worn  her  truss  over  the  external  ring  and  that  lateral 
distension  of  the  sac  in  the  canal  followed  as  the  internal  ring 
was  left  unsupported.  The  sudden  swelling  last  April  most 
probably  occurred  when  the  sac  burst  through  the  anterior 
wall  of  the  canal,  though  at  the  time  there  was  no  history 
of  violence,  nor  was  she  doing  any  heavy  work.  The  tumour 
nearly  subsided  under  fomentations,  &c.,  but  left  some  omen- 
tum behind,  and  the  sudden  increase  in  size  five  weeks  before 
I  saw  her  was  doubtless  due  to  a  fresh  protrusion  of  gut. 

This  could,  lastly,  not  have  been  a  case  of  hernia  through  the 
external  oblique  tendon  from  congenital  deficiency  of  some  of 
its  fibres,  or  the  primary  swelling  would  presumably  have 
been  the  iliac  one,  and  this  was  not  the  case. 

If  the  explanation  offered  of  the  cause  of  the  iliac  part  of 
the  tumour  is  correct,  it  is  a  good  example  of  the  evil  result  of 
fitting  a  truss  to  keep  back  visible  protrusion  at  the  external 
ring,  and  disregarding  the  really  weak  point  of  the  parietes 
where  the  gut  first  escapes,  viz.  the  internal  abdominal  ring, 
which  is  thus  left  unsupported. 
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XLYI. — Impaction  of  a  Piece  of  Bone  in  the  Larynx. 
Removal  by  Laryngotomy  after  Four  Months.  By 
Feederick  Tayloe,  M.D.,  and  0.  Hilton  G-olding- 
BiED.     Bead  May  23rd,  1884. 

WILLIAM  C,  jet.  63j  came  amongst  Dr.  Taylor's  out- 
patients on  April  29,  1881.  He  liad  been  complain- 
ing of  cougli  since  the  previous  November,  witli  expectora- 
tion of  pblegm,  and  lie  had  gradually  got  worse.  A  slight 
stridor  on  breathing  led  to  an  examination  of  the  larynx, 
which  presented  the  following  condition,  shown  in  the 
drawing.  During  quiet  respiration  the  glottis  was  widely 
open,  and  below  the  vocal  cords  could  be  seen  a  foreign 
body,  presenting  a  white  surface,  and  resembling  bone. 
The  portion  visible  stretched  from  the  anterior  to  the 
posterior  part  of  the  larynx,  and  was  a  quarter  of  an  inch 
broad,  and  placed  so  nearly  in  the  median  line  as  to  leave  a 
passage  on  either  side  between  it  and  the  corresponding 
vocal  cord ;  the  anterior  end  being  fixed  under  the  anterior 
extremity  of  the  left  vocal  cord,  and  the  posterior  extremity 
about  the  middle  of  the  interarytenoid  space  (PI.  X,  fig.  2).  On 
phonation  the  cords  moved  easily  over  the  foreign  body,  but 
they  were  both  reddened,  and  the  left  during  respiration  lay 
almost  out  of  sight  under  the  left  ventricular  band.  The 
stridor  during  breathing  was  very  slight,  and  vocalisation 
was  very  good,  and  would  have  given  rise  to  no  suspicion 
of  anything  wrong  with  the  larynx.  It  was  only  on  being 
specially  asked  whether  he  could  account  for  a  piece  of  bone 
sticking  in  his  throat  that  he  remembered  the  following 
occurrence.  One  day  early  in  January  he  was  drinking 
some  mutton  broth  made  from  sheep's-head,  when  he 
swallowed  by  accident  a  piece  of  bone  which  stuck  in  his 
throat.  He  immediately  put  two  fingers  down  his  throat, 
but  was  unable  to  displace  it  either  upwards  or  downwards, 
and  his  wife  then  took  a  tablespoon,  and  with  it  pushed  the 
bone  down  his  throat,  so  that  he  thought  it  was  safely 
disposed  of.  For  a  week  his  throat  was  sore,  and  for  two 
or  three  days  he  spat  up  some  blood,  but  since  then  he  had  not 
had  the  slightest  inconvenience,  and  had  no  conception  that 
the  bone  was  still  in  his  throat. 

On   May   2    he    was    admitted   under   Dr.    Taylor's  care 
into  the  Clinical  Ward.     He  had  a  hacking  cougli,  complained 
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of  pain  and  fulness  in  the  chest,  and  expectorated  much 
frothy  mucous  sputum.  He  was  able  to  get  about,  and  did 
not  appear  otherwise  ill.  The  chest  was  emphysematous, 
percussion  being  hyper-resonant,  and  breathing  laboured 
with  marked  expiratory  sound.  The  voice  was  deep  and 
rough,  and  the  cough  was  metallic  and  preceded  by  stridu- 
lous  inspiration.  The  larynx  was  frequently  examined  during 
the  next  ten  days,  and  after  consultation  with  Mr.  Golding- 
Bird,  the  patient  was  transferred  to  a  surgical  ward  under  his 
care. 

On  May  12  the  patient  was  placed  under  chloroform 
and  a  vertical  incision  was  made  in  the  middle  line  having 
its  centre  over  the  crico-thyroid  membrane.  The  membrane 
was  then  divided  horizontally,  and  a  tracheal  dilator  was 
introduced.  The  piece  of  bone  was  seen  at  once  and 
extracted  by  means  of  Toynbee's  ear  forceps ;  it  was  found 
wedged  below  the  vocal  cords  as  the  laryngoscope  had 
already  shown.  After  its  removal  a  small  fragment  of  bone, 
the  size  of  a  pea,  was  removed  from  the  mucous  membrane 
covering  the  back  of  the  cricoid  ca.rtilage,  to  which  it  was 
adherent.  The  crico-thyroid  membrane  was  in  part  ossi- 
fied. After  the  operation  the  patient  was  placed  in  a^  tent, 
with  a  bronchitis  kettle,  where  he  remained  until  the  20th, 
when  he  was  replaced  in  his  own  bed  in  the  ward.  Nothing 
worthy  of  note  occurred  during  convalescence,  and  he  was 
discharged  well  on  May  28.  No  tracheotomy  tube  had 
been  used,  the  wound  being  left  to  itself,  with  a  light  dressing 
over  it. 

After  the  operation  two  observations  were  made  by  Dr. 
Taylor  with  the  laryngoscope.  The  notes  on  these  two  occa- 
sions are  as  follows : 

"  I  examined  with  the  laryngoscope  on  the  15th ;  the 
cords  and  upper  part  of  the  larynx  appeared  normal ;  but 
below  the  cords  the  parts  looked  red  and  swollen  and 
granulating — much  as  if  the  passage  into  the  trachea  were 
blocked  with  granulations.^' 

Again  on  May  28  : 

''  The  appearance  of  swelling  below  the  cords  is  now  much 
less ;  the  cords  themselves  are  very  little  different  from  the 
normal,  except  that  they  are  somewhat  redder." 

In  March,  1883,  the  patient  again  came  to  Dr.  Taylor's 
out-patients  for  cough.  His  larynx  was  examined.  The  vocal 
cords  moved  quite  freely,  and  only  differed  from  the  normal  in 
being  slightly  pinker. 
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Of  the  two  pieces  of  bone,  the  larger  is  roughly  tri- 
angular, and  measures  |  inch  in  length,  f  inch  at  its 
broadest  part,  and  j  inch  at  its  thickest  part.  The  smaller 
measures  j  inch  by  nearly  ^  an  inch  (PL  X,  fig.  3).  This 
consists  of  cancellous  tissue  alone ;  the  larger  has  a  layer  of 
compact  tissue  on  one  surface,  which  was  no  doubt  the  portion 
visible  with  the  laryngoscope. 

Remarks. — The  above  case  is  remarkable  for  the  large 
size  of  the  foreign  body,  and  the  curious  way  in  which  its 
impaction  in  the  larynx  was  brought  about.  It  seems 
almost  impossible  that  it  could  have  been  sucked  into  the 
lower  part  of  the  larynx,  or  could  have  simply  fallen  into 
the  position  where  it  was  found.  No  doubt  what  happened 
was  that  the  bone  at  first  became  lodged  edgewise  in  the 
upper  part  of  the  larynx  above  the  glottis,  and  the  patient's 
wife  with  the  tablespoon  forcibly  drove  it  between  the  cords 
into  the  subglottic  portion,  where  it  was  out  of  reach  of 
further  interference.  It  is  probable  that  in  this  violent 
operation  the  bone  was  broken  in  two,  though  the  frag- 
ments still  remained  in  contact,  but  it  is  remarkable  that 
no  injury  was  done  to  the  vocal  cords.  Cases  have  already 
been  recorded,  illustrating  the  great  length  of  time  during 
which  foreign  bodies  may  remain  in  the  larynx  with  com- 
paratively little  injury,  or  none  at  all,  and  almost  without 
any  knowledge  of  their  presence  on  the  part  of  the  patient ; 
but  this  case  is  noteworthy  for  the  large  size  of  the  portion 
impacted,  and  the  considerable  space  it  therefore  occupied 
in  the  respiratory  passage.  The  patient  was  a  big  man, 
and  his  capacious  larynx  was  able  to  accommodate  a  rela- 
tively large  foreign  body.  The  low  position  of  the  bone, 
and  the  free  passage  for  air  on  either  side,  accounted  for  the 
retention  of  the  voice  and  the  very  slight  obstruction  to 
respiration.  On  comparing  the  bone  with  the  appearances 
seen  before  its  removal,  it  is  clear  that  the  pointed  end  was 
in  front,  the  surface  of  compact  tissue  alone  was  visible, 
facing  upwards  to  the  left,  with  its  free  edge  to  the  right ; 
and  the  cancellous  tissue  with  the  smaller  fragment  was 
below,  and  therefore  not  visible  in  the  mirror.  The  large 
size  of  the  fragment,  its  apparently  firm  position  in  the 
larynx,  the  fact  of  its  broad  surface,  and  not  the  edge,  pre- 
senting, and  its  position  just  at  the  crico-thyroid  membrane 
were  the  facts  that  led  to  its  removal  being  effected  by 
external  operation  rather  than  with  forceps  by  the  aid  of 
the  laryngoscope. 
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XLYII.  —  Case    of   Pulmonary    Regurgitation.       By 
Dr.    J.   Kingston  Fowler.      Bead    February    22, 

1884. 

THE  patient,  a  well-nourislied,  angemic  girl,  aet.  23,  a 
domestic  servant,  first  came  under  my  notice  as  an  out- 
patient at  the  Brompton  Hospital  for  Consumption  on 
August  23,  1882,  when  she  was  complaining  of  slight 
loss  of  weight,  some  dyspnoea  on  exertion,  and  pain  in  the 
left  axilla.  She  stated  that  she  had  suffered  from  cough 
during  the  winter  months  for  the  last  four  years,  but  had 
had  no  other  illness  except  measles ;  she  had  never  had 
rheumatism.  Twelve  months  previous  (1881)  she  noticed 
some  enlargement  of  the  neck,  and  about  the  same  time 
suffered  from  pain  in  the  left  axilla  and  slight  difficulty  in 
swallowing.  On  examination  the  right  lobe  of  the  thyroid 
gland  was  enlarged.  The  apex  of  the  heart  was  felt  in  the  fourth 
interspace  in  the  mammary  line ;  the  area  of  cardiac  dulness 
was  not  enlarged ;  there  was  no  evidence  of  hypertrophy, 
and  no  increased  pulsation  of  the  carotids.  The  pulse  was 
fairly  full,  72,  not  collapsing. 

On  auscultation  at  the  base  of  the  heart  the  first  sound 
was  reduplicated,  the  second  sound  over  the  aortic  cartilage  was 
clear ;  it  was  also  distinct  at  the  apex  and  in  the  carotid 
arteries. 

In  the  second  left  interspace  close  to  the  sternum  there 
was  a  visible  impulse,  a  faint  and  very  short  diastolic  thrill, 
and  also  a  rough  superficial  vibrating  diastolic  murmur, 
terminating  sharply.  This  murmur  was  localised  at  that 
spot  and  was  not  audible  in  the  aortic  area  or  conducted 
downwards  or  to  the  cardiac  apex.  She  was  ordered  a 
mixture  containing  perchloride  of  iron,  quassia,  and  chloric 
ether. 

She  continued  to  attend  until  June  13  of  the  following 
year.  During  this  time  she  suffered  from  anasmia,  occa- 
sional pain  in  the  left  axilla  and  interscapular  region,  and 
also  from  some  dyspnoea  on  exertion.  The  heart  sounds 
underwent  no  marked  change. 

In  January  of  this  year  she  again  came  under  my  care 
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at  Brompton,  complaining  of  vertigo  and  sensations  of  faint- 
ness  on  exertion  which,  had  lasted  for  three  days. 

She  was  anaemic  to  a  more  marked  degree  than  on 
her  first  attendance  She  stated  that  for  a  month  previous 
she  had  been  suffering  from  pain  in  the  midsternal  region, 
shooting  through  to  the  back,  which  was  continuous,  but 
increased  by  inspiration,  and  not  affected  by  food. 

On  examination  of  the  heart  the  rough  vibrating  and 
sharply  ending  murmur  in  the  second  left  interspace  was 
found  to  be  replaced  by  a  murmur  which,  though  still 
rough,  was  distinctly  blowing  in  character  and  conducted 
down  the  left  edge  of  the  sternum  in  the  third  and  fourth 
interspaces.  On  percussion  an  area  of  dulness  of  about  the 
size  of  a  florin  could  be  made  out  in  the  second  left  inter- 
space close  to  the  sternum,  where  also  there  was  visible  pul- 
sation and  faint  and  very  brief  diastolic  thrill.  The  murmur 
was  faintly  audible  to  the  right  of  the  sternum,  but  not  at 
the  apex;  there  and  in  the  carotids  the  second  sound  was 
sharp  and  clear.  The  apex  beat  was  in  the  fourth  inter- 
space just  within  the  nipple  line,  the  impulse  was  not 
thrusting,  and  there  was  no  evidence  of  hypertrophy  of  the 
left  ventricle.  The  area  of  dulness  was  slightly  increased 
over  the  right  side  of  the  heart,  and  the  impulse  there  was 
thought  to  be  rather  more  distinct  than  normal. 

The  pulse  tracing  is  appended. 

There  are  no  physical  signs  of  disease  elsewhere. 

Remarks. — I  am  disposed  to  consider  this  a  case  of 
regurgitation  through  the  pulmonary  orifice  with  some 
dilatation  of  the  pulmonary  artery  near  its  origin.  Whilst 
recognising  the  extreme  rarity  of  this  condition  and  the  fact 
that  the  signs  of  pulmonary  regurgitation  are  not  un- 
commonly simulated  by  those  of  congenital  disease,  I 
think  that  the  remarkable  alteration  which  has  taken  place 
in  the  murmur  in  this  case  can  only  be  explained  on  the 
assumption  that  changes  in  the  pulmonary  valves  had  taken 
place. 

The  site  of  maximum  intensity  of  the  bruit,  its  line  of 
conduction,  and  the  absence  of  any  sign  of  aortic  disease 
later,  with  the  evidence  of  local  dilatation  of  the  pulmonary 
artery,  are  the  signs  on  which  I  base  this  diagnosis. 

Report  of  Committee  on  the  foregoing  case. 

The  Committee  appointed  to  report  upon  the  case  of 
pulmonary  regurgitation  exhibited  by  Dr.  J.  K.  Fowler,  after 
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a  careful  examination  of  the  patient,  are  of  opinion :  (1) 
That  the  case  is  probably  one  of  regurgitation  at  the  pul- 
monary sigmoid  valves.  (2)  That  the  case  does  not  afford 
sufl&cient  data  to  enable  them  to  determine  the  conditions 
causing  the  regurgitation. 

W.  MOXON. 

E.  DouaLAs  Powell. 
Feederick  Tayloe. 
February  28,  1884.  J.  Kingston  Fowlee. 


220  Report  on  Mr.  Lunn's  Case  of  Deformity  of  Hands. 


XLYIII. — Report  of  Gommittee  on  Mr.  Lunn^s  Case  of 
Peculiar  Deformity  of  Hands,  ^c.  Exhibited  May 
25,  1883.  Vide  '  Clin.  Soc.  Trans.,'  vol.  xvi,  p. 
264. 

THE  Committee  appointed  to  examine  this  case  beg  leave  to 
report  that  the  patient  was  taken  under  the  care  of  several 
of  its  members  in  various  hospitals  in  order  that  his  peculiar 
deformities  might  be  studied  with  close  attention.  The 
following  notes  give  a  detailed  account  of  the  case  : 

William  H.,  aet.  52,  a  laundryman,  states  that  he  was 
always  in  good  health  until  fifteen  or  perhaps  twenty  years 
ago,  when  he  suffered  an  injury  (crushing)  of  the  right  great 
toe.  He  entered  University  College  Hospital  on  account  of 
this,  had  the  toe  amputated  by  Mr.  Erichsen,  and  remained 
under  treatment  for  five  weeks.  Three  days  after  leaving  the 
hospital  he  was  seized  with  severe  pains  in  both  shoulders, 
and  was  very  ill  for  about  seven  months.  The  pain  in  the 
shoulders  was  quickly  followed  by  pain  in  the  wrists,  and  in 
the  course  of  the  illness  he  noticed  that  the  following  joints 
became  dislocated  in  succession  :  left  shoulder,  left  wrist, 
right  shoulder,  and  right  wrist,  at  intervals  of  a  few  days. 
He  has  no  recollection  of  having  had  any  rigors  or  sweatings, 
or  of  the  joints  being  swollen  or  red. 

There  was  a  discharge  of  matter  {''  white  stuff  ")  from  each 
shoulder  and  from  the  left  wrist.  He  is  certain  that  his  knees 
and  ankles  were  not  affected  and  that  there  was  nothing  wrong 
with  his  chest.  He  was  attended  at  his  home  during  this 
illness,  and  was  thought  so  ill  as  not  to  be  likely  to  recover. 
Afterwards  he  went  for  some  weeks  to  Margate.  The  above- 
mentioned  joints  have  remained  dislocated  ever  since  and  are 
not  thought  to  have  undergone  any  change  for  the  worse. 

About  eighteen  months  ago  he  had  a  second  illness  some- 
thing like  the  first,  but  less  severe,  and  had  pains  in  the 
shoulders  and  wrists,  for  which  he  was  treated  in  the  Maryle- 
bone  Infirmary  and  was  laid  up  for  eight  or  nine  months. 

Family  history. — Good.  Nothing  can  be  learned  either  as 
to  rheumatism  or  gout. 

No  other  joints  than  those  of  the  upper  extremities  have  been 


Meport  on  Mr.  Lunn's  Case  of  Deformity  of  Hands.  221 

affected.  Never  had  gout.  No  history  of  fulgurant  pains  or 
of  sensory  or  motor  disturbance,  and  no  varieties  of  ''  crises." 
No  eye-affection,  and  no  trouble  with  sphincters. 

The  man  is  ruddy  and  healthy-looking.  He  appears  at 
least  ten  years  older  than  his  alleged  age,  his  hair  being  white 
and  scanty.  No  rheumatic  nodules  or  tophi.  Eyes  natural, 
also  optic  discs.  Tongue  clean  and  moist.  Almost  edentulous, 
only  right  incisors  and  left  canine  teeth  remaining.  Alveolar 
process  quite  absorbed.  Chest  rather  barrel-shaped.  Lungs 
natural.  Heart,  apex  beat  not  felt,  dulness  natural,  sounds 
clear.  Abdomen  fat.  Liver  and  spleen  not  felt.  Urine,  sp. 
gr.  1028,  void  of  albumen  and  sugar. 

Upper  limbs. — Right  acromio- clavicular  joint  is  the  seat  of 
an  old  dislocation ;  the  clavicle  lies  on  the  acromion  and  can  be 
pushed  into  its  proper  place,  the  natural  outline  of  the  shoulder 
being  restored.  Grating  is  plainly  felt.  A  scar  half  an  inch 
long  over  the  end  of  the  clavicle. 

Right  shoulder-joint  is  natural  as  regards  form,  but  grating 
is  felt  in  it. 

Right  elhoiv  natural. 

Right  ivrist. — Carpus  subluxated  inwards  and  forwards, 
styloid  process  of  ulna  is  consequently  prominent.  Head  of 
ulna  very  prominent  on  back  of  wrist,  partially  separated 
from  radius.  This  dislocation  could  be  reduced  almost  com- 
pletely. No  scars  about  wrist.  Grating  on  pronation  and 
supination. 

Right  first  carpo-m£tacarpal  joint. — Dislocation  backwards. 
First  phalangeal  articulation  of  thumb  habitually  flexed,  can 
be  extended  passively ;  no  dislocation. 

The  fingers  of  the  right  hand  showed  a  similar  deformity 
at  the  carpo-metacarpal  joint,  but  less  marked  than  that  of  the 
thumb-joiut. 

Last  phalanges  of  all  the  fingers  and  thumb  of  right  hand 
are  stunted,  the  nails  being  small,  short,  and  thick.  No 
scars  on  the  fingers.     No  loss  of  sensation  in  the  hand  or  fingers. 

Left  clavicle  dislocated  backwards  on  the  acromion,  can  be 
easily  reduced  with  grating.  A  scar  one  inch  long  over  left 
acromio -clavicular  joint. 

Left  shoulder  dislocated  (into  subcoracoid  fossa)  and  can 
only  be  partially  reduced.  The  head  of  the  humerus  is  perhaps 
somewhat  enlarged. 

Left  elbow  quite  natural. 

Left  wrist. — Carpus  dislocated  forwards  and  inwards.  The 
head  of  the  ulna  is  dislocated  from  the  radius  with  articular 
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surface  rotated  backwards,  and  styloid  process  backwards. 
Hand  can  only  be  semi-supinated  with  grating  in  the  joint. 

Left  hand. — Nail  of  middle  finger  irregular,  suggesting 
an  early  stage  of  that  seen  more  advanced  on  the  other 
hand. 

Left  thumb. — Marked  flexion  of  first  phalanx  with  hyper- 
extension  of  second,  and  partial  luxation  of  first  phalanx  into 
palm.  Second  phalanx  can  be  over-extended  to  a  right  angle 
with  first. 

Lower  limhs. — Hips  and  knees  natural.  No  thickening; 
no  loss  of  movement.  Flat  foot.  Loss  of  right  great  toe. 
Patellar  tendon  reflex  is  well  marked  on  both  sides.  (Some 
members  of  the  Committee  were  inclined  to  consider  the  gait 
rather  ataxic,  but  there  was  not  unanimity  on  this  point.) 

Measurements. — Right  clavicle  5^  in.     Left  6  in. 

Coracoid  process  to  mid-sternum.  Right  side :  clavicle 
dislocated  4  in.,  clavicle  reduced  5  in.  Amount  of  dislocation, 
1  in.  Left  side  :  coracoid  process  cannot  be  felt  sufl&ciently 
well  to  measure  from. 

Vertically  round  shoulder  :  right  16^  in.,  left  17j  in. 

Acromion  to  external  condyle  :  right  ll^  in.,  left  llj  in. 

Electrical  examination. — January  22,  1884  (by  Dr.  W.  E. 
Steavenson,  of  St.  Bartholomews  Hospital),  '*  The  muscles  of 
both  arms  react  normally  to  the  interrupted  and  continued 
currents.  The  wasting,  which  is  apparent  chiefly  on  the  flexor 
surfaces  of  the  forearms,  is  not  more  than  can  be  accounted  for 
by  the  displacement  and  impaired  movement  of  the  mascles 
consequent  on  the  dislocation.  No  evident  response  from  the 
muscles  of  the  ball  of  the  right  thumb,  but  it  is  very  possible 
that  the  median  nerve  is  not  in  its  ordinary  position,  or  the 
motor  point  of  such  a  muscle  of  the  opponens  easy  to  find. 
The  corresponding  muscle  in  the  left  hand  can  be  made  to 
contract. 

"  All  the  interossei  contract,  as  well  as  the  other  muscles 
supplied  by  the  ulnar  nerve. 

"  The  muscles  of  both  legs  also  react  normally.  There  is  no 
loss  of  electro-sensibility,  nor  could  any  anaesthetic  area  be 
discovered." 

The  temperature  was  commonly  subnormal.  On  one  occa- 
sion when  stripped  in  a  rather  chilly  theatre  fibrillar  muscular 
twitchings  were  noticed,  but  these  did  not  appear  to  be  con- 
stantly present. 

The  Committee  having  reviewed  the  history  of  this  case,  and 
having  examined  the  man  on  several  occasions,  are  of  opinion 
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that  the   following  hypotheses    may   fairly   be  described  in 
respect  of  the  nature  of  it : 

1.  Lepra  anaesthetica ;  2.  Osteo-arthritis ;  3.  Pyaemic 
arthritis ;  and,  4.   Some  form  of  neuro-arthritis. 

At  the  time  the  case  was  shown  it  was  thought  probable 
that  it  might  come  under  the  first  or  second  category,  but  the 
Committee  think  that  both  of  these  views  may  be  discarded. 

The  theory  of  pyaemia,  after  full  consideration,  was  also 
excluded.  It  appears  to  the  Committee  that  the  remarkable 
features  of  this  case  are  perhaps  best  explained  on  the  hypo- 
thesis that  the  various  lesions  are  the  result  of  a  central 
nervous  affection,  and  that  it  is  to  be  regarded  as  akin  to  what 
is  known  as  Charcot's  disease. 

(Signed)  Dyce  Duckworth,  M.D. 

Feedeeick  Tayloe,  M.D. 
HowAED  Maesh. 
A.  Peaece  Gould,  M.S. 
April  2,  1884.  John  E.  Lunn. 


LIVING   SPECIMENS 

DESCRIBED  BY  CARD.* 


I. — Radical  Cure  of  Femoral  Hernia.     By  Berkeley 
Hill.     Exhibited  October  26,  1883. 

SS.,  aet.  56.  Five  years  ago  hernia  first  protruded,  remained 
•  constantly  down.  About  this  date  it  became  bad,  and  was 
treated  in  a  provincial  hospital ;  it  was  operated  upon,  and  for 
a  time  the  motions  came  through  the  wound.  When  patient 
came  to  University  College  Hospital  to  get  rid  of  her  pain,  in 
July,  1883,  a  large  scar  was  visible  over  the  swelhng,  parallel  to 
Poupart's  ligament.  After  rest,  the  hernia  was  exposed,  the 
ring  found  free,  but  the  ceecum  for  four  inches  was  adherent 
to  the  scar.  In  dissecting  this  away  the  gut  was  laid  open  for 
two  inches.  The  rent  was  stitched  with  catgut,  the  csecum 
and  about  two  feet  of  ileum  returned  to  abdomen.  The  margins 
of  the  ring  were  drawn  together,  and  fastened  to  Gimbernat's 
ligament  by  six  catgut  threads  and  the  wound  closed.  The 
patient  made  a  rapid  recovery,  the  parts  united  without  suppu- 
ration. About  a  month  after  the  operation  two  points  of 
suppuration  formed  in  the  line  of  incision  and  these  have  left 
two  small  sinuses.  The  rupture  never  protrudes,  and  the 
functions  have  long  been  normal. 

*  Published  in  accordance  with  the  Regulation  relating  to  the  exhibition  of 
living  specimens  at  the  meetings  of  the  Society,  viz.  that  "each  case  shall  be 
accompanied  by  a  card  containing  a  brief  description  of  the  points  it  illustrates, 
such  card  to  be  retained  by  the  Secretary  for  publication  or  not  in  the  Transao' 
tions  at  the  discretion  of  the  Council." 
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II. — Deficient  Development' of  Bight  Half  of  Body  with- 
out Paralysis,  except  of  the  Facial  Nerve.  By 
Arthur  E.  Barker.     Exhibited  November  23, 1883. 

THE  patient  is  three  weeks  old  and  was  born  easily  without 
instrumental  aid.  At  birth  it  was  noticed  that  the  right 
half  of  the  body  was  smaller  than  the  left,  that  the  right  ear 
was  only  rudimentary,  that  there  was  paralysis  of  the  right 
facial  nerve,  but  no  other  paralysis.  There  has  been  no  suppu- 
ration of  the  right  ear  and  the  child  appears  well,  though  small. 
The  trunk  is  bent  to  the  right  by  overgrowth  of  its  right  half. 


III. — Simple  Hypertrophy  of  Bight  Lower  Limb.     By 
Richard  Barwell.     Exhibited  November  23,  1883. 

FEMALE  child,  set.  6,  was  shown  at  the  meeting.  Condition 
was  not  observed  at  birth,  but  seemed  to  commence  about 
the  end  of  first  year.  The  right  leg  is  perfectly  well  formed, 
but  is  considerably  larger  than  the  other ;  of  a  size  which 
should  belong  to  a  child  of  eight  or  nine  years  old.  Movement, 
sensation,  tendon-reflex,  and  ankle-clonus  are  all  perfect.  The 
limb  is  nearly  two  degrees  hotter  than  the  other.  The  gluteal 
region  and  the  bones  of  the  pelvis  are  not  affected,  but  both 
bones  and  soft  parts  below  the  pelvis  are  increased  in  all 
dimensions. 
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Mr.  Barwell  proposes  to  tie  the  common  femoral  artery, 
which  seems  larger  than  the  other. 


IV. — Hygroma  of  Bight   Forearm   and   Fingers.     By 
John  H.  Morgan.     Exhibited  January  25,  1884. 

THE  child  is  13  months  old  and  is  an  only  daughter,  there 
being  three  older  boys  who  are  quite  healthy. 

This  patient  was  observed  at  birth  to  have  a  large  soft 
swelling  upon  the  outer  side  of  the  right  forearm.  This  did 
not  alter  until  three  weeks  ago,  when  it  became  red  and  hot. 
She  was  brought  to  the  Hospital  for  Sick  Children  on  January 
12,  and  there  then  existed  a  hard,  red  brawny  mass  of  inflamed 
tissue  over  the  outer  and  posterior  surface  of  the  right  forearm, 
extending  from  the  elbow  to  the  ends  of  the  fingers.  The  skin 
covering  it  was  adherent  and  presented  an  uneven  surface. 
At  the  back  of  the  wrist  was  a  single  hard  nodule  in  the  sub- 
cutaneous tissue  the  size  and  shape  of  an  almond,  movable  on 
the  parts  below,  not  attached  to  the  skin  and  apparently  not 
painful  on  pressure.  A  larger  but  similar  nodule  was  felt  upon 
the  inner  and  front  part  of  the  arm  above  the  elbow. 

On  the  dorsal  surface  of  the  hand,  and  of  the  index,  second, 
and  third  fingers  are  soft  doughy  swellings  covered  with  healthy 
skin,  but  not  raising  the  rugse  over  the  articulations,  so  that 
their  semi-fluid  contents  cannot  be  pressed  from  part  to  part. 

After  a  week's  interval  the  mass  was  less  inflamed  and  had 
diminished  in  size,  the  two  nodules  above  mentioned  being 
decidedly  smaller;  but  two  fresh  nodules  of  similar  charac- 
teristics were  now  found  in  the  cellular  tissue  of  the  dorsum  of 
the  forearm,  and  another  in  that  of  the  arm  near  the  axilla. 
Neither  in  situation  nor  in  character  did  these  resemble  lym- 
phatic glands. 

Under  simple  treatment  the  size  of  the  swelling  very  greatly 
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diminished,  and  on  the  subsidence  of  the  inflammation  there 
remained  only  a  brawny  thickening  of  the  cellular  tissue  of  the 
forearm  and  of  the  dorsum  of  the  hand  with  the  nodules  above 
described,  which  did  not  altogether  disappear  although  they 
decreased  very  markedly  in  size. 

The  general  aspect  and  sensation  of  the  swelling  was 
identical  with  that  condition  of  the  cellular  tissue  in  other 
parts  which  goes  by  the  name  of  hygroma,  but  the  nodules 
which  were  noticed  are  unusual  and  were  probably  localised 
thickenings  of  enlarged  intercellular  spaces  the  result  of  the 
recurrent  inflammation. 


V. — A    Case    of  Acne    Varioliformis.      By   Stephen 
Mackenzie,  M.D.     Exhibited  February  8,  1884. 

EH.,  8et.  36,  came  under  my  care  at  the  skin  department 
•  of  the  London  Hospital,  on  January  11,  1883,  for  an 
eruption  that  had  existed  for  about  twelve  months. 

The  eruption  became  pretty  fully  developed  in  the  course 
of  about  a  fortnight,  and  has  continued  on  and  off  ever  since, 
subsiding  and  increasing,  but  never  quite  disappearing.  It 
has  remained  confined  to  the  parts  first  affected  and  has  been 
associated  with  a  burning  sensation  and  painful  throbbing. 

When  she  came  under  notice  she  had  a  number  of  flat- 
topped  pustules,  scabs,  and  cicatrices,  of  limited  distribution. 
They  were  situated  all  along  the  forehead,  the  back  parts  of 
the  cheeks,  with  a  few  on  the  sides  of  the  cheeks  ;  on  the  bridge 
of  the  nose,  and  over  the  anterior  portion  of  the  scalp.  (See 
PI.  XI.)  Between  the  shoulders  were  a  number  of  pustules  in 
the  process  of  subsidence,  and  some  scars. 

The  following  four  stages  of  the  eruption  appeared  trace- 
able : 

1.  Small  flat-topped,  slightly  raised  pustules,  with  a  very 
small  crust,  and,  relatively,  a  considerable  amount  of  erythe- 
matous induration.     The  scab  at  quite  an  early  age  is  cupped. 

2.  The  scab  larger,  still  more  cupped,  and  not  depressed 
below  the  level  of  the  surface,  surrounded  by  a  considerable 
amount  of  congestive  induration. 

3.  The  scab  shed,  leaving  a  circular,  punched-out  little  pit, 
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with  slight  surrounding  congestive  induration,  scarcely  raised 
above  the  level  of  the  surrounding  skin. 

4.  A  superficial  pock  surrounded  by  healthy-looking  skin. 

There  is  an  almost  entire  absence  of  comedones.  No 
affection  of  throat.  Since  the  occurrence  of  the  eruption  the 
patient  has  complained  of  giddiness,  headache,  and  weakness, 
with  other  signs  of  atonic  dyspepsia. 

The  patient  has  been  married  fourteen  years  and  has 
borne  eight  children,  six  of  whom  are  living  and  healthy. 
She  has  lost  two,  both  from  bronchitis  and  pneumonia  in 
connection  with  whooping-cough.  She  has  nursed  one  child 
during  the  progress  of  the  eruption,  and  is  now  pregnant. 
The  eruption  made  its  appearance  six  weeks  after  her  last 
confinement. 

The  patient  was  treated  at  first  with  iron,  cathartics  and 
subsequently  with  quinine,  zinc  ointment  being  applied 
locally. 

On  February  8  an  alkaline  and  bitter  mixture,  and  an 
aloes  and  myrrh  pill  each  night  were  prescribed  for  gastro- 
intestinal derangement.  No  particular  alteration  in  the  erup- 
tion took  place  under  this  plan  of  treatment. 

On  February  22  Fowler^s  solution  in  two-minim  doses, 
in  conjunction  with  potash  and  calumba  was  ordered,  and  the 
dose  of  the  arsenical  solution  was  increased  at  subsequent  visits 
to  Ti\  V  and  viij,  and  later  Unguentum  Hydrargyri  Nitratis 
Dilutum  was  employed  locally. 

With  the  administration  of  arsenic  improvement  took  place, 
and  by  the  end  of  IVIarch  most  of  the  active  disease  had  sub- 
sided, scars  only  remaining.  She  was  confined  of  a  healthy 
child,  and  discontinued  attending  for  some  months. 

The  eruption  returned  after  discontinuance  of  the  arsenic, 
and  the  patient  again  came  under  treatment  in  the  winter. 
On  arsenic  being  resumed  improvement  again  took  place,  and 
when  the  patient  was  exhibited  at  the  Society  on  February  8, 
1884,  the  face  was  practically  free  from  any  pustules,  but  pocks 
marked  the  situations  in  which  they  had  occurred.  Since  then 
the  eruption  has  reappeared  to  a  slight  degree  on  omitting  the 
arsenic,  to  again  subside  on  its  readminist ration. 

The  case  is  a  characteristic  example  of  the  disease  known 
as  acne  varioliformis,  the  appearance  of  the  pustules  and  sub- 
sequent scars  presenting  a  resemblance  to  smallpox.  The 
appearance  and  distribution  of  the  eruption  are  very  closely 
imitated  by  syphilis,  and  the  disease,  in  consequence,  is  often 
mistaken  for  a  syphilid  e.     In  the  present  case  the  progress  of 
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the  disease,  the  limitation  of  the  eruption  to  the  face,  scalp, 
and  shoulders,  the  absence  of  signs  of  congenital  syphilis  in 
the  previous  and  subsequent  offspring,  and  the  effect  of  treat- 
ment, all  concur  in  disposing  of  the  possibility  of  the  eruption 
being  an  expression  of  syphilis. 

The  eruption  resembles  ordinary  acne  in  its  position  and 
pustular  character,  but  differs  from  it  in  the  absence  of  come- 
dones. 


VI. — Symmetrical  Congenital  Malformation  of  the 
Hands.  By  J.  Kingston  Fowler,  M.B.  Exhibited 
February  8,  1884. 

THE  patient,  a  married  woman,  set.  24,  presents  the  following 
malformation  of  the  hands  :  "With  the  fingers  extended  it 
is  seen  that  there  is  but  little  difference  in  length  between  the 
ring  and  little  fingers ;  on  the  left  side  about  ^",  on  the  right 
side  only  Y'-  ^^  doubling  the  fist  the  deficiency  is  seen  to  be 
due  to  a  shortening  of  the  metacarpal  bones  of  those  fingers, 
their  knuckles  being  nearly  one  inch  in  rear  of  the  proper  line. 
On  measurement  the  distance  from  the  point  of  the  first 
phalanx  to  that  of  the  knuckle  is  equal  on  the  two  sides,  whilst 
the  metacarpal  bones  of  the  ring  fingers,  instead  of  being,  as 
is  usual,  about  half  an  inch  longer  than  the  first  phalanx,  are  of 
nearly  equal  length,  that  on  the  left  side  being  about  ^"  longer. 

The  deformity  was  first  noticed  when  the  patient  was  seven 
years  old  ;  it  was  then  present  in  both  hands.  The  fingers  are 
in  other  respects  quite  normal,  and  in  those  affected  the 
deformity  is  entirely  due  to  the  non-development  of  the  meta- 
carpal bones.  There  is  no  hereditary  history  of  any  similar 
malformation  nor  of  any  "  maternal  impression." 

Shortly  before  the  deformity  was  first  noticed  the  patient 
suffered  from  an  attack  of  vomiting  and  was  jaundiced.  She  has 
since  had  two  attacks  of  acute  rheumatism,  the  first  preceded 
by  tonsillitis. 

The  deformity  is  probably  due  to  the  junction  of  the  centres 
of  ossification  of  the  metacarpal  bones  either  in  utero  or  during 
infancy. 
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VII. — Gharcofs  Joint-Disease.     By  Thomas  Buzzard, 
M.D.    Exhibited  February  22,  1884. 

SWELLING   and   crackling   in  right  shoulder- joint,  com- 
menced at  the  end  of  October  last.     The  swelling  at  first 
extended  down  the  arm. 

The  patient,  a  cabinet-maker,  had  observed  for  three  or 
four  months  before  that  he  could  not  saw  straight  or  hit  a  nail. 
There  is  incoordination  of  the  arms,  but  not  of  the  legs,  absence 
of  knee-phenomenon,  myosis  of  left  eye,  immobility  of  both 
pupils,  paresis  of  superior  and  internal  rectus  of  the  right  eye. 
He  suffers  from  lightning  pains. 


VIII. — Sweating  Limited  to  the  Upper  Half  of  Body. 
By  Stephen  Mackenzie,  M.D.  Exhibited  February 
22,  1884. 

EXCESSIVE  sweating,  more  or  less  constant,  limited  to 
upper  half  of  body.  Below  the  waist  the  sweat  secretion 
appears  to  be  natural  in  amount.  The  condition  has  existed 
for  six  years.  The  patient  had  syphilis  five  or  six  years  ago. 
He  is  not  quite  sure  whether  the  sweating  followed  this  or  not. 


IX. — Perforating  Ulcer  of  Foot^  following  an  old  Injury 
to  the  spine.  By  Alfred  Willett.  Exhibited 
March  14,  1884. 

EDWARD  W.,  aet.  39,  carman.  At  age  of  eleven  he  injured 
his  spine  severely.  Was  completely  paraplegic  for  several 
months.  Has  only  partially  regained  motor  and  sensory  power. 
For  four  years  has  had  an  ulcer  on  sole  of  left  foot ;  it  has 
never  healed  completely.  Has  partial  paralysis  and  ana3sthesia 
of  both  legs.  Patella  reflex  absent  on  left  side,  almost  absent 
on  right  side.     Ankle-clonus  present. 
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X. — Perforating  Ulcers  of  Feet  in  a  Case  of  Locomotor 
Ataxia  ( Tales  Spinalis).  By  Dyoe  Duckworth,  M.D. 
Exhibited  March  14,  1884. 

WH.,  set.  40,  a  potman.  Hard  drinker.  Sore  on  penis  ten 
•  years  ago,  no  secondary  symptoms.  Maternal  aunt 
committed  suicide.  Grey  atrophy  of  both  optic  discs,  vessels 
diminished  in  size.  No  gastric  or  other  crises.  ?  Neurar- 
thritis.  Ataxia.  Walk  rather  "  stamping.''  Laid  up  nine 
years  ago  for  some  weeks  with  swelling  and  pain  in  soles  of 
feet.  Recurrence  four  years  ago,  and  first  ulcer  formed  under 
left  great  toe-joint.  A  few  weeks  later  right  toe  became 
similarly  sore.  Neither  ulcer  has  ever  healed  thoroughly  since. 
A  few  months  later  fulgurant  pains  in  legs.  Unable  to  read 
properly  for  three  years.  "  Argyll  Eobertson  "  phenomenon. 
Occasional  disability  of  sphincters.  Absent  knee-jerk,  sole- 
reflex  good,  no  clonus.     Girdle  sensation  formerly. 

Bight  foot. — No  disease  of  joints.  Perspiration  usually 
present  about  great  toe.  Circular  ulcer  one  third  of  an  inch 
in  diameter  with  sharp  edges  and  much  epidermal  thickening. 
Horny  thickening  of  sole  under  little  toe  at  metatarso-phalan- 
geal  joint. 

Left  foot. — (Edema  from  toes  to  middle  of  calf.  Swelling 
of  great  toe-joint,  with  grating  and  but  little  tenderness. 
Great  toe  is  one  inch  shorter  than  the  right  one,  and  half  an 
inch  shorter  than  second  toe.  Under  the  ball  of  the  great  toe 
is  a  small  ulcerated  opening  from  the  bottom  of  which  a 
narrow  sinus  leads  backwards,  communicating  apparently  with 
the  joint  behind.  Probe  will  not  pass  far  along  this  sinus. 
On  admission,  and  after  exertion,  a  puriform  fluid  freely 
welled  out  from  this  ulcer.     The  foot  constantly  sweats. 

Sensibility  seems  natural  all  over  both  feet  and  legs. 

Since  admission  to  hospital  on  4th  March,  both  ulcers  have 
healed  to  a  great  extent  without  any  treatment  beyond 
rest. 
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XI. — Ncevus  of  whole   Upper  Limb.      By  Aethur  E. 
Baeker.     Exhibited  March  14,  1884. 

THE  patient  is  a  boy,  ast.  15  montlis,  who  has  shown  the 
condition  since  birth.  About  a  week  ago  he  appeared  to 
lose  the  power  of  the  left  forearm.  Some  tenderness  was  found 
at  the  same  time  about  the  left  elbow  and  the  hand  swelled 
more  and  became  tender.  At  present  the  acute  swelling  extends 
only  from  the  hand  to  the  elbow,  but  the  naevoid  change  extends 
over  the  whole  limb,  and  even  a  little  over  the  pectoral  region. 


XII. — Paralysis  of  the  Fourth  and  Fifth  Cranial  Nerves 
{Trigeminal,  both  motor  and  sensory  part).  By 
Feedeeick  Willoocks,  M.D.  Exhibited  March  28th, 
1884. 

JOSEPH  M.,  set.  33,  came  under  my  care  as  an  out-patient  at 
Charing  Cross  Hospital  on  January  3,  1884,  complaining 
of  paralysis  of  the  left  side  of  the  face,  and  of  impaired  sight 
in  the  left  eye. 

Fifteen  years  ago  he  had  a  chancre  followed  by  sorethroat 
and  a  slight  rash.  Six  years  ago  he  fell  down  in  the  street 
with  numbness  and  weakness  of  the  left  side,  but  without  any 
loss  of  consciousness,  headache,  or  vertigo.  He  was  laid  up 
for  eight  or  nine  weeks,  but  completely  recovered,  and  since 
then  has  enjoyed  good  health  up  to  the  present  time.  His 
family  history  is  good. 

The  present  affection  commenced  ten  weeks  before  admis- 
sion, after  he  had  been  sitting  up  for  fourteen  nights  with  a 
sick  wife.  He  was  attacked  with  sudden  vertigo  while  walking, 
but  had  no  vomiting  or  severe  headache ;  after  a  day  or  two 
the  left  side  of  his  face  began  to  feel  stiff  and  numb,  and  about 
a  week  later  he  noticed  he  had  slight  double  vision,  and  while 
driving  a  van  found  that  he  ran  against  objects. 

When  first  seen,  there  was  more  or  less  complete  anaesthesia 
of  the  parts  supplied  by  the  left  trigeminal  nerve,  including 
the  whole  of  the  left  side  of  the  face,  and  the  scalp  back  to  a 
level  with  the  ear.  The  conjunctiva,  the  mucous  membrane 
of  the  nose,  gums,  cheek,  lips,  and  hard  palate  as  well  as  the 
anterior  two  thirds  of  the  tongue  were  insensible  on  the  left 
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side.  The  sense  of  taste  for  bitter  and  sweet  was  variable 
and  uncertain,  but  appeared  to  be  abolisbed,  along  with  tactile 
sensation,  on  the  anterior  two  thirds  of  the  left  side  of  the 
tongue.  At  the  extreme  tip  of  the  tongue,  however,  both 
taste  and  tactile  sensibility  were  equal  on  the  two  sides,  and 
at  the  posterior  part  of  the  tongue  taste  and  common  sensation 
were  normal.  Sensation  was  fairly  normal  on  the  left  tonsil 
and  the  left  side  of  the  soft  palate.  Smell  was  equal  on  the 
two  sides,  and  reflex  lachrymation  could  be  excited.  Hearing 
and  skull  vibration  normal. 

The  muscles  of  mastication  on  the  left  side  were  paralysed, 
and  the  lower  jaw  deviated  to  the  left  side  when  the  mouth 
was  widely  opened,  giving  the  oral  orifice  a  distinctly  lopsided 
appearance.  Neither  the  left  temporal  nor  masseter  muscles 
could  be  felt  to  contract,  and  both  galvanic  and  f aradic  reactions 
were  absent  in  them.  The  muscles  of  facial  expression  were 
normal. 

The  movements  of  the  eyes  appeared  normal,  and  there 
was  no  obvious  squint,  but  he  had  diplopia  in  the  lower  half 
of  the  field  of  fixation,  the  left  superior  oblique  being  paralysed. 
Fundus  oculi  normal.  The  pupils  were  equal,  and  reacted 
equally  to  light  and  accommodation.  The  left  conjunctiva  is 
absolutely  insensitive,  but  there  is  no  trophic  lesion  of  any 
kind,  and  the  mucous  membrane  of  the  nose  and  mouth  is  also 
normal. 

On  January  30  he  had  a  severe  attack  of  vomiting  and 
giddiness  with  noises  in  the  right  ear,  but  no  headache.  There 
has  been  no  recurrence  since. 

For  the  last  two  months  he  has  been  treated  with  Potass. 
lodid.,  gr.  XX,  taken  two  or  three  times  a  day,  and  the  diplopia 
has  within  the  last  few  days  disappeared,  but  objects  are  still 
not  quite  clear  in  the  lower  half  of  the  field.  The  anaesthesia 
in  the  region  of  the  fifth  still  remains,  but  he  thinks  he  has 
sHghtly  more  sensation.     The  general  condition  is  good. 


XIII. — Obstruction  of  Superficial  Veins  of  Thorax  {pro- 
bably Aneurysm).  By  Seymoue  Taylor,  M.D.  Ex- 
hibited March  28, 1884. 

CAME  under  observation  in  October,  1883,  complaining  of 
pains  in  his  chest  and  limbs. 
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On  examination,  superficial  veins  of  thorax,  shoulders, 
axillae,  and  arms  turgid  and  engorged. 

Heart's  apex  beat  diffused,  but  no  marked  signs  of  hyper- 
trophy.    No  bruit.     Left  pulse  slightly  fuller  than  right. 

No  dysphagia  :  Occasional  darting  pains  in  chest. 

Occasional  slight  dyspnoea.  Nothing  abnormal  detected  by 
the  laryngoscope.  No  evidence  of  lung  disease.  No  evidence 
of  new  growth.     No  history  of  syphilis. 

Haemoptysis  (slight)  after  being  under  treatment  a  week. 
Slight  systolic  bruit  developed  at  the  base  of  heart  during  last 
month. 


XIV. — Lateral  Curvature  of  the  Spine  :  an  uncommon 
form.  Also  showing  the  Influence  of  Dress  in  per- 
petuating and  aggravating  Spinal  Deformity.  By 
Bernard  Roth.     Exhibited  March  28,  1884. 

MISS  K.  E.  W.,  set.  16,  daughter  of  a  small  farmer.  Some 
deformity  has  been  noticed  for  the  last  four  years.  This 
became  much  aggravated  after  a  "  fever  "  last  summer.  Gene- 
ral health  previously  has  been  very  good ;  seen  to-day  for  the 
first  time. 

The  patient  has  never  had  any  pain  in  the  back. 

Spine. — Severe  lateral  curvature  with  convexity  to  the  right 
confined  to  all  the  cervical  vertebrae  and  the  upper  dorsal 
vertebree.  The  head  is  much  flexed  laterally  to  the  left. 
Erectores  spinae  muscles  symmetrical. 

Bight  ribs  posteriorly  much  deformed  and  acutely  pro- 
jecting; the  right  transverse  processes  of  the  lower  cervical 
vertebrae  are  rotated  backwards,  causing  much  deformity  of  the 
neck  on  that  side. 

Cervico-dorsal  antero-posterior  curve  is  exaggerated. 

Feet  moderately  flat. 

The  dresses  and  stays  do  not  meet  for  several  inches  when 
the  patient  is  placed  in  the  best  possible  position. 

My  prognosis  is  that  the  patient's  figure  can  be  much 
improved,  and  the  head  held  habitually  in  a  vertical  position. 
The  permanent  osseous  deformity  of  the  right  ribs  posteriorly 
and  the  torsion  of  the  cervical  vertebrae  cannot  be  at  all  altered. 
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One  month's  daily  treatment  will  effect  a  decided  improvement^ 
three  months'  all  that  can  be  done.  The  patient  was  first 
seen  by  me  the  same  day  that  she  was  shown  before  the 
Society. 

May  23. — Shown  a  second  time  at  the  Society  with  some 
improvement  in  figure  and  the  position  of  the  head. 


XV. — Naso- Pharyngeal    Polypus    (recurrence).        By 
Charles  Stonham.     Exhibited  April  18,  1884. 

PATIENT,  a  youth  get.  16,  came  under  notice  in  October, 
1883.  Complained  of  profuse  and  frequent  attacks  of 
epistaxis.  Symptoms  dating  twelve  months.  Dyspnoea  and 
dysphagia  present,  but  not  very  troublesome;  both  nostrils 
completely  blocked.  On  examination  by  mouth  a  rounded 
tumour  could  be  seen  hanging  down  just  below  soft  palate ; 
base  of  ulcerated  surface  large,  attached  to  basilar  process  of 
occiput  and  to  bodies  of  first  and  second  vertebras,  growing 
more  to  left  than  to  right  side ;  softish  and  bleeding  readily. 

On  October  25  Lawrence's  operation  was  performed,  pre- 
ceded by  tracheotomy,  Trendelenburg's  apparatus  being  used. 
Patient  recovered  and  left  the  hospital  on  November  8th. 
For  five  days  after  operation  patient  complained  of  severe 
occipital  headache,  and  had  a  temperature  of  103*4°;  after  this 
it  was  quite  normal  and  patient  had  no  further  pain. 

On  his  being  discharged  there  was  no  sign  of  the  growth. 
About  six  weeks  after  this  a  small  piece  of  bone  came  out  of 
left  nostril,  and  about  this  time  he  had  slight  epistaxis. 

Two  months  ago  he  had  profuse  epistaxis  lasting  one  half  to 
three  quarters  of  an  hour. 

The  growth  has  recurred  and  the  right  nostril  is  quite 
blocked,  the  left  nearly  so.  The  attachment  is  mainly  to  the 
vertebrae. 

General  health  good. 

Microscope  shows  the  growth  to  be  a  fibro-sarcoma,  the 
fibrous  tissue  being  very  abundant. 
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XVI. — Congenital  Hypertrophy  of  the  Bight  Lower 
Limb,  with  '^Port-Wine  "  Stain  on  the  Thigh.  By 
RoBEET  William  Parker.  Exhibited  April  25, 
1884. 

A  female  child,  get.  7  weeks,  in  all  other  respects  healthy  and 
well  developed,  with  no  family  history  of  congenital 
malformation  on  either  father's  or  mother's  side.  The  mother 
of  the  child,  however,  stated  that  she  had  had  a  fright  when 
two  and  a  half  months  pregnant  and  "  could  never  get  it  out 
of  her  head  again  "  ;  on  opening  her  house  door  one  morning 
she  found  two  large  retriever  dogs  lying  on  the  doorstep  and 
was  very  much  startled  by  them.  The  right  limb  is  about 
twice  as  large  as  the  left ;  the  enlargement  is  general,  and 
involves  the  whole  limb  from  the  buttock  to  the  toes ;  it  is  for 
the  most  part  uniform,  but  in  the  upper  part  of  the  calf,  around 
the  insertion  of  the  tendo  Achillis  and  on  the  dorsum  of  the 
foot  there  are  localised  masses  of  hypertrophied  tissue  ;  this 
tissue  is  quite  solid  and  firm  to  the  touch.  Sensation  and 
motion  appear  to  be  quite  normal.  On  the  outer  and  upper 
part  of  the  thigh  there  is  a  large  irregiilarly-shaped  '^  port- 
wine  "  stain,  on  the  surface  of  which  are  two  or  three  pea-sized 
dilated  veins.  There  are  also  small  patches  of  similar  stain  on 
the  hinder  part  of  the  buttock,  and  on  the  right  labium  majus. 
The  labium  is  not  hypertrophied  (Plate  XII). 

The  exact  nature  of  the  localised  masses  has  not  been  ascer- 
tained ;  they  feel  like  fat.  Whether  the  presence  of  the  port- 
wine  stain  is  purely  accidental,  or  whether  it  may  be  taken  to 
signify  the  probable  naevoid  nature  of  the  growth  in  the  limb, 
I  am  unable  to  say.  The  circulation  in  the  limb  appears  quite 
normal,  and  palpation  fails  to  detect  anything  unusual  in  the 
soft  parts  beyond  mere  size. 

Addendum  (August,  1884). — The  child  was  taken  into  the 
East  London  Children's  Hospital  early  in  May.  An  elastic 
bandage  was  lightly  applied  to  the  limb  from  the  toes  upward. 
In  the  course  of  five  or  six  hours,Uhe  child  appearing  uncom- 
fortable, the  bandage  was  removed  :  the  dorsum  of  the  foot 
was  found  vesicated ;  there  was  no  change  in  the  rest  of  the 
limb  j  the  temperature  had  risen,  and  there  was  an  erythe- 
matous blush  over  the  child's  body.  On  the  following  morn- 
ing the  temperature  was  normal,  the  erythema  had  disap- 
peared ;  the  vesication  on  the  foot  looked  healthy.     During 


DESCRIPTION  OF  PLATE  XII,  ILLUSTRATING  MR.  R.  W. 
PARKER'S  CASE  OF  CONGENITAL  HYPERTROPHY  OF 
ONE  LIMB. 

V,  V.  The  dilated  veins. 
H,  H,  H.  The  localised  masses  of  hypertrophy. 

The  whole  limb  was  about  twice  the  size  of  its  fellow. 
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Drawn  by  Miss   G  Reeve  TVIuitem  Bros.Chromo  iith. 

M^  Parkers  Case  of    Congenital    Hypertrophy 
of   the   Right  Lower  Limb. 
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the  next  few  days  the  erythema  came  out  repeatedly,  lasting 
for  an  hour  or  two  ;  the  vesications  gradually  healed,  leaving 
the  limb  much  as  before  the  bandage  was  applied. 

Early  in  June  the  dilated  veins  already  referred  to,  became 
more  elevated  one  morning,  and  then  bled  freely.  Pre- 
viously to  this  the  dorsum  of  the  foot  and  the  toes  had  been 
very  blue  ;  this  blueness  subsided  after  the  bleeding.  In  the 
middle  of  July,  after  a  restless  night,  the  mother  found  the 
whole  limb  swollen,  brawny,  and  slightly  redder  than  normal. 
When  I  saw  it  next  day  there  were  spots  which  looked  like 
abscesses  just  about  to  break,  but  no  distinct  fluctuation  could 
be  obtained.  This  condition  varied  a  good  deal,  being  marked 
for  a  few  days  together,  and  then  almost  disappearing.  Eva- 
porating lead  lotion  was  freely  applied;  internally  a  saline 
mixture,  containing  one  grain  of  iodide  of  potash  for  a  dose, 
was  ordered  every  four  hours. 

The  above  condition  very  much  resembled  a  case  which  I 
described  in  the  last  volume  of  the  '  Transactions  '  (p.  256), 
as  "lymphatic  disease  of  the  right  arm."  I  have  now  seen 
several  cases  of  congenital  cystic  hygroma  in  which  this 
inflammatory  condition  has  been  a  marked  feature,  and  I  have 
no  hesitation  in  regarding  this  present  case  as  belonging  to 
the  same  group — as,  indeed,  a  congenital  lymphatic  varix. 
The  "port-wine  "  stain  was  in  no  way  affected  by  the  inflam- 
mation ;  it  is  probably  an  accidental  feature  of  the  disease  in 
this  case. 


XVII. — Lateral  Curvature  of  the  Spine,  in  which  the 
Upper  Lateral  Curve  {with  convexity  to  the  left) 
implicates  the  lower  four  or  five  Cervical  Vertebrce,  as 
well  as  the  Dorsal  Vertebrce,  and  ivhich  presents 
Severe  Torsion  of  the  Cervical  Vertebrce,  together 
with  Extreme  Osseous  Deformity  of  the  Left  Bibs 
posteriorly.  By  Bernard  Roth.  Exhibited  May  23, 
1884. 

MISS  G.  S.,  set.  14^,  daughter  of  a  clergyman,  was  first  seen 
by  me  on  April  21st,  1884,  when  she  gave  the  following 
history  :  She  is  the  youngest  of  three  sisters,  all  straight ;  one 
brother  died  of  phthisis. 

Up  to  four  years  ago  patient  was  perfectly  straight  and 


238  Living  Specimens. 

enjoyed  good  health ;  she  became  seriously  ill  without  any 
characteristic  symptoms  except  excessive  muscular  weakness, 
which  lasted  about  three  weeks.  When  the  patient  had 
recovered  her  strength  at  the  end  of  two  months,  spinal  curva- 
ture was  observed  for  the  first  time ;  for  this,  lying  down  for 
three  hours  daily  and  the  trapeze  were  prescribed  and  perse- 
vered with  for  two  years.  As  there  was  by  this  time  increased 
deformity,  the  patient  attended  the  Zander  Institution  in  Soho 
Square  four  times  a  week  for  a  whole  year,  unfortunately 
without  the  slightest  influence  on  the  progress  of  the  deformity. 
In  April,  1883,  Mr.  Barwell  undertook  the  treatment,  for  six 
months,  by  means  of  his  elastic  bands,  followed  by  a  poro-plastic 
felt  jacket  which  was  worn  up  to  Christmas.  As  nothing 
appeared  to  arrest  the  further  progress  of  the  deformity  every- 
thing had  been  left  off  since  then. 

Description. — The  patient  is  an  intelligent  girl ;  the  upper 
lateral  curvature  with  convexity  to  the  left  extends  from  the 
second  or  third  cervical  vertebrae  to  the  eighth  or  ninth  dorsal 
vertebrse.  There  is  extreme  torsion  with  rotation  backwards  of 
the  left  transverse  processes  of  the  implicated  cervical  vertebrae 
which  causes  a  very  much  increased  fulness  of  the  left  side  or 
rather  of  the  posterior  triangular  space  of  the  neck.  The  head 
is  habitually  flexed  laterally  to  the  right  with  the  chin  imme- 
diately above  the  inner  third  of  the  right  clavicle.  The  left 
ribs  posteriorly  are  much  deformed,  and  the  deformity  thus 
produced  is  continuous  with  that  on  the  left  side  of  the 
neck. 

There  is  very  little  torsion  of  the  lumbar  vertebrae,  which 
form  a  slight  curvature  with  convexity  to  the  right,  the  right 
erector  spinas  muscle  being  only  slightly  too  prominent  as  com- 
pared with  the  corresponding  left  muscle. 

My  prognosis  was  that  nothing  could  be  done  to  improve  the 
patient,  except  to  train  her  to  hold  the  head  vertically  and  in  a 
moderately  improved  position,  and  at  the  same  time  to  prevent 
further  increase  of  the  curvature. 

On  April  26  four  photographs  were  taken,  anterior,  lateral, 
and  posterior  of  the  patient  in  her  habitual  position  and 
another  posteriorly  while  the  trunk  was  flexed  to  bring  into 
prominence  the  deformity  of  the  ribs.  Since  then  the  patient 
has  been  daily  practising  the  prescription  of  twelve  exercises 
(medical  gymnastics)  given  in  my  article  "  The  Treatment  of 
Lateral  Curvature  of  the  Spine "  published  in  the  '  British 
Medical  Journal '  of  May  13,  1882.  The  patient  already  holds 
herself  slightly  better. 
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BemarJcs. — This  case  is  interesting  because  it  illustrates 
an  uncommon  form  of  lateral  curvature.  On  March  28  this 
year,  I  showed  a  similar  but  much  less  severe  case  before  your 
Society ;  that  patient  had  the  upper  curvature  with  convexity 
to  the  opposite  side,  viz.  to  the  right.  It  is  difl&cult  to  under- 
stand how  such  extreme  osseous  deformity  can  develop  in  the 
course  of  three  or  four  years  without  the  presence  of  some 
constitutional  undue  softening  of  the  vertebrae  and  ribs.  It  is 
sad  to  know  that,  although  the  patient  is  not  yet  sixteen,  very 
little  can  be  done  for  her  miserable  deformity.  Suspension  by 
the  head  has  little  effect  on  the  deformity.  The  fact  is  worth 
noting  that  the  patient  has  never  had  any  pain  in  the  back 
during  the  four  years  the  deformity  has  been  developing. 


XYIII. — Rupture  of  the  Left  Brachial  Plexus  and  Sub- 
clavian Artery.  By  Charters  J.  Symonds,  M.S. 
Exhibited  May  23,  1884. 

PS.,  eet.  27,  a  sailor,  was  on  September  27,  1882,  working 
•  a  winch  on  board  a  ship ;  taking  hold  of  the  rope  in  his 
left  hand  he  was  dragged  On  to  the  winch,  and  being  unable 
to  loose  his  grasp,  was  violently  pulled  forward  and  turned 
over  the  drum  and  crushed  against  it  by  the  tightening  of  the 
chain. 

On  being  released  he  found  that  he  had  completely  lost 
power  and  sensation  in  his  arm  and  had  sustained  a  superficial 
wound  in  front  of  the  elbow.  He  was  at  once  admitted  to  the 
London  Hospital  in  a  collapsed  condition.  There  was  much 
contusion  and  effusion  of  blood  over  the  lower  part  of  neck,  and 
the  scapular  and  clavicular  regions  on  the  left  side.  Complete 
paralysis  of  motion  and  sensation  in  the  left  arm.  There  was 
no  pulse  in  axillary,  brachial,  and  radial  arteries.  The  left 
pupil  was  noticed  to  be  smaller  than  the  right. 

The  man  says  that  there  was  a  swelling  above  the  left 
clavicle  to  which  ice  was  applied. 

He  remained  in  the  London  Hospital  three  or  four  weeks. 

The  man  first  came  under  my  notice  in  August,  1883,  at 
which  time  his  condition  was  as  follows  :  The  left  arm  hung 
helpless  from  the  shoulder,  and  was  extremely  wasted,  all  the 
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bony  prominences  about  the  shoulder  standing  out  promi- 
nently. 

The  fingers  were  flexed  into  the  palm  and  the  wrist  is  also 
slightly  flexed.  All  the  phalangeal  joints  were  stiff  from  long 
retention  in  one  position. 

The  shoulder- joint  could  be  manipulated  without  pain,  and 
there  was  no  evidence  that  the  clavicle  or  any  other  bone  had 
been  broken. 

Movement. — He  could  jerk  the  arm  about  from  the  shoulder 
to  a  slight  extent,  having  good  power  in  trapezius  and 
serratus  magnus,  levator  anguli  scapula3,  and  rhomboids. 
When  using  these  muscles  he  experienced  a  slight  pain  in  the 
wrist  and  fingers. 

Dr.  Horrocks,  who  examined  the  patient  electrically,  was 
kind  enough  to  report  as  follows  : 

"  1 .  Faradic  current. — With  an  exceedingly  strong  current 
not  the  faintest  contraction  can  be  obtained  in  any  of  the 
muscles  of  the  hand,  forearm,  or  arm,  including  the  deltoid, 
pectorals,  latissmus  dorsi,  teres  and  supra-spinatus.  The 
trapezius  acts  well  to  a  moderate  current  and  the  supra- 
spinatus  fairly  well. 

''  The  rhomboids  and  levator  anguli  scapulae  contract  fairly 
well  and  the  serratus  magnus  quite  normally. 

"  2.  Galvanic  current. — No  reaction  obtained  in  small 
muscles  of  hand.  With  a  very  powerful  current,  feeble 
though  quite  distinct  reaction  obtained  in  the  flexors,  exten- 
sors, pronators,  and  supinators  of  forearm,  also  in  muscles  of 
arm,  back  and  front,  in  lowest  fibres  of  deltoid  and  supra- 
spinatus,  latissmus  dorsi,  and  teres  muscles.  No  qualitative 
change." 

Sensation. — There  is  hypersesthesia  over  the  back  and 
outer  side  of  arm  to  within  an  inch  of  the  olecranon  and 
upwards  to  the  axilla ;  over  the  posterior  surface  as  well  as  a 
small  part  of  anterior  surface  of  shoulder- joint. 

He  can  feel  down  nearly  to  elbow,  but  below  this  point  he 
has  not  the  slightest  sensation. 

Condition  of  vessels. — No  pulse  to  be  felt  in  any  of  the 
vessels  of  the  limb. 

Pupil. — The  left  pupil  was  in  shade  a  little  smaller  than  the 
right,  and  the  left  eye  seemed  more  sunken.  I  placed  him 
under  a  course  of  galvanism  for  several  weeks,  without 
effecting  any  improvement. 

Trophic  changes. — I  have  seen  the  patient  at  intervals  up 
to  the  present  time,  and  am   only   able  to   note   the   slight 
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improvement  mentioned  below.  I  have  watclied  him  parti- 
cularly for  any  trophic  changes,  and  found  that  about  the 
month  of  January,  1884,  several  bullse  existed  on  his  hand. 
These  formed  on  the  pulp  of  the  fingers  or  on  the  side  of 
the  nail,  affecting  several  fingers  at  one  time,  drying  up 
without  leaving  as  a  rule  any  ulcer.  More  recently,  however, 
another  large  bulla  made  its  appearance  over  the  inner  side 
of  little  finger,  and  here  there  is  now  an  ulcer.  There  is  also 
evidence  that  one  other  bulla  was  followed  by  superficial 
ulceration. 

He  says  that  he  is  quite  certain  that  he  has  not  burnt  or 
scalded  his  hand,  and  certainly  there  was  nothing  in  the 
appearances  of  the  bullae  in  the  tips  of  the  fingers  to  suggest 
that  they  had  arisen  in  this  way,  but  I  cannot  help  being 
sceptical  as  to  the  nature  of  the  one  that  occurred  on  the  little 
finger,  and  where  the  ulcer  described  below  now  exists. 

At  the  present  time.  May,  1884,  twenty  months  after 
the  accident,  his  condition  has  improved  to  the  extent  that  he 
has  the  power  of  contracting  the  clavicular  fibres  of  the  pecto- 
ralis  major  and  the  posterior  fibres  of  the  deltoid.  In  other 
respects  he  is  just  in  the  same  condition  as  when  seen  before 
so  far  as  power  is  concerned.  The  muscles  have  continued  to 
waste,  so  that  the  infraspinous  fossa  is  quite  flat.  The  hyper- 
sesthesia  still  remains,  and  I  have  also  observed  that  there  is 
angesthesia  over  the  inner  surface  of  the  arm,  or  in  that  part 
supplied  by  the  intercosto-humeral  nerve.  This  degree  of 
improvement  was  reached  some  time  ago,  and  now  for  several 
months  he  has  remained  in  a  stationary  condition. 

On  flexing  the  elbow  it  becomes  arrested  at  a  right  angle, 
owing  to  shrinking  of  the  triceps,  but  not  from  any  change 
in  the  joint.  The  fingers,  which  when  first  seen  were  flexed, 
he  had  managed  to  straighten  by  manipulation  with  the  other 
hand,  which  still  remains  strongly  flexed  across  the  palm. 
The  hand  is  colder  than  the  right,  and  has  a  puffy  swollen 
look,  but  is  not  oedematous. 

There  is  no  pulsation  to  be  felt  in  the  subclavian,  axillary, 
or  radial  arteries,  but  on  two  occasions  I  have  been  able  to 
count  the  pulse  in  the  lower  half  of  the  brachial. 

The  ulcer  on  little  finger  is  about  one  inch  long  and  rather 
indolent,  but  is  slowly  healing.  For  some  weeks  now  there 
have  been  no  fresh  indications  of  trophic  changes.  There  is 
no  subjective  pain. 

The  state  of  the  sympathetic. — In  strong  light  the  pupils 
are  of  the  same  size ;  when  shaded  the  left  is  a  little  smaller 
VOL.  XVII.  16 
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than  the  right.  The  palpebral  aperture  is  also  rather  nar- 
rower than  on  the  sound  side,  but  these  points  are  not  so 
strongly  marked  as  in  the  case  published  and  illustrated  by 
Mr.  Hutchinson. 

There  does  not  appear  to  be  any  difference  in  temperature 
between  the  two  sides  of  the  head  or  in  the  ears,  and  when 
asked  he  is  inclined  to  think  that  perspiration  if  anything  is 
more  profuse  on  the  injured  side. 

The  site  of  the  injury. — It  would  appear  from  the  nerves 
that  retain  their  conducting  power  that  the  injury  affects  the 
lower  roots  of  the  nerves  forming  the  brachial  plexus.  The 
posterior  thoracic,  external  anterior  thoracic,  and  part  of  the 
circumflex  seem  to  be  the  only  nerves  that  are  preserved, 
which  would  indicate  that  the  fifth  and  sixth  cervical  roots 
have  in  part  at  least  escaped. 

It  is  to  be  noted  that  there  is  no  power  in  the  biceps  or 
coraco-brachialis,  a  fact  which  with  others  would  indicate  that 
but  a  small  part  of  the  trunks  of  the  fifth  or  sixth  or  both 
remain. 


XIX. — Removal  of  Dislocated  Astragalus.     By  Howaed 
Maesh.     ExUhited  May  23,  1884 

A  CASE  in  which,  in  a  fall  into  the  hold  of  a  ship,  the  foot 
was  dislocated  outwards,  and  the  astragalus  displaced 
inwards,  and  turned  90°  on  its  antero-posterior  axis,  so  that  it 
lay  beneath  the  internal  malleolus,  with  its  under  surface 
looking  directly  inwards,  close  beneath  the  skin.  A  surgeon 
reduced  the  dislocation  of  the  foot.  Eight  weeks  afterwards 
an  abscess  formed,  and  on  the  patient's  admission  into  St. 
Bartholomew's  Hospital,  finding  the  astragalus  loose  under  the 
skin,  I  removed  it.  This  was  very  easily  done  as  the  ligamen- 
tous connection  of  the  bone  had  almost  all  been  torn  through. 
The  wound  soon  healed.  The  patient  can  now  walk  on  the 
foot. 
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XX. — Strangulated  Inguinal  Hernia.  FcBcal  Fistula 
Cured  by  Dupuytren's  Method.  By  Howard  Maesh. 
Exhibited  May  23,  1884. 

A  CASE  of  strangulated  inguinal  hernia,  in  wliicli  the  intes- 
tine was  opened  and  stitched  to  the  sac.  The  eperon 
was  subsequently  destroyed  by  Dupuytren's  enterotome  and 
the  intestine  was  closed  and  returned  into  the  abdominal 
cavities. 
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Foreign  body  in  the  gullet,  cesophagotomy  for  its  removal  (H.  T. 

Butlin) 129 

Foreign  bodies,  see  also  Bone. 

Foot,  case  of  Charcot's  joint-disease  in  (R.  C.  Lucas)      .        .        .     118 

perforating  ulcer  of,  following  an  old  injury  to  the  spine 

(A.  Willett) 230 

in  a  case  of[locomotor  ataxia  (tabes  spinalis)  (Dyce 

Duckworth) 231 
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Fowler  (J.  Kingston),  case  of  subcutaneous  nodules  occurring  in 

an  adult  not  the  subject  of  rheumatism 65 

case  of  pulmonary  regurgitation 217 

Report  on  ditto  (W.  Moxon,  R.  Douglas  Powell,  F.  Taylor, 

and  J.  Kingston  Fowler) 218 

symmetrical  congenital  malformation  of  the  hands  [de- 
scribed by  card] 229 

Fracture  of  the  coronoid  process  (H.  A.  Lediard)    ....  183 

of  the  patella,  cases  illustrating  the  treatment  of  (0.  Heath)  189 

ununited,  of  the  patella  treated  by  suture  of  the  fragments 

[with  table  of  cases]  (G.  R.  Turner) 37 

of  both  bones  of  the  forearm  followed  by  extensive  throm- 
bosis (W.  A.  Lane) 180 

Gant  (F.  J.),  epithelioma  of  the  tongue,  involving  the  floor  of  the 
mouth,  left  tonsil,  and  soft  palate;  removal  by  the  buccal 

operation 168 

Gluteal  aneurism,  case  of  (G.  R.  Turner) 172 

GoLDiNG-BiED  (C.  Hilton),  double  dislocation  of  the  jaw,  reduced 

by  manipulation  after  eighteen  weeks 32 

two  cases  of  "  Hernie  en  bissac"  in  women,  one  being  also 

"  intraparietal" 210 

see  Taylor  and  Golding-Bird  (impaction  of  bone  in  larynx). 


GooDHART    (James  F.),   three    cases  of   peritoneal    abscess  in 

children 1 

Gould  (A.  Pearce),  a  case  of  spreading  obliterative  arteritis         .      95 

Report  on  Mr.  Lunn's  case  of  deformity  of  the  hands,  &c  .    220 

Gullet,  Foreign  body  in,  see  CEsophagotomy. 

Hadden  (W.  B.),  a  case  of  obliterative  arteritis    ....     105 
Haemorrhage,  intra- ventricular,   in  a  case  of  rupture  of  large 

aneurism  in  the  right  corpus  striatum  (H.  C.  Bastian)    .        .       18 
. in  a  case  of  apoplexy  in  a  boy,  set.  15  (H.  C.  Bas- 
tian)    21 

secondary,  on  thirteenth   and   sixteenth   days  following 


wound  of  the  plantar  arch  (G.  R.  Turner)        ....  35 

TTatt.  (F.  de  Havilland),  case  of  empyema  and  cerebral  abscess   .  86 

case  of  laryngeal    perichondritis  :    sequel    to   paper   in 

vol.  XV  '  Clin.  Soc.  Trans.' 151 

Hands,  Deformity  of  the.  Report  of  the  Committee  on  Mr.  Lunn's 

case 220 

symmetrical  congenital  malformation  of  the  (J.  K.  Fowler)  229 
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Heath  (Christopher),  cases  illustrating  the  treatment  of  fractured 

patella 189 

Hernia,  femoral,  radical  cure  of  (B.  Hill) 224 

■ inguinal,  strangulated  fajcal  fistula  cured  by  Dapuytren's 

method  (H.  Marsh) 243 

"  Hernie  en  bissac,"  two  cases  in  women,  one  being  also  intra- 

parietal  (C.  H.  Golding-Bird) 210 

Herpes,  see  Labial  herpes. 

Hill  (Berkeley),  radical  cure  of  femoi'al  hernia  [described  by 

card] 224 

Hip,  unusual  form  of  dislocation  (W.  Rinngton)  ....       77 
Hood  (Donald),  case  of  Angina  Pectoris,  immediately  followed 

by  pericarditis 82 

Hydrocephalus,  old :  insanity  :  death  (T.  Whipham)      .         .        .     191 
Hygroma  of  right  forearm  and  fingers  (J.  H.  Morgan)  .        .         .     226 
Hypertrophy,  congenital,  of  the  right  lower  limb,  with  "port- 
wine  "  stain  on  the  thigh  (R.  W.  Parker)        .         .         .         .236 
simple,  of  right  lower  limb  (R.  Barwell)    ....    225 


Incision,  treatment  of  multiple  abscesses  of  liver  by  (S.  West)  .  126 
Insanity  in  case  of  old  hydrocephalus  (T.  Whipham)  .  .  .  191 
Intestinal  obstruction,  acute,  caused  by  a  diverticulum  and  suc- 
cessfully treated  by  abdominal  section  (H.  H.  Glutton)  .  .  186 
Intraparietal  hernia,  case  of  (0.  H.  Golding-Bird)  ....  210 
Intra-ventricular  haemorrhage,  see  Hemorrhage. 


Jaborandi,  effect  of,  in  myxoedema  (F.  Dawtrey  Drewitt)        .         .      51 
Jaw,  double  dislocation  of,  reduced  by  manipulation  after  eighteen 

weeks  (0.  H.  Golding-Bird) 32 

Joint-disease,  see  Charcot' s  joint-disease. 
Joints,  see  Elbow,  Foot,  Hip,  Knee-joint. 

KiBD  (Percy),  a  case  of  tuberculous  tumours  of  the  larynx  .  154 

Kidney,  see  Nephro -lithotomy. 

Knee-joint,  dislocation  of  one  of  the  semilunar  fibro-cartilages  of 

the  (E.  Noble  Smith) 123 


Labial  herpes  and  rigor,  cases  illustrating  the  relation  between 

(C.  J.  Symonds) 60 
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Lake  (W.  Arbuthnot),  extensive  thrombosis  following  fracture 

of  both  bones  of  the  forearm 180 

Laryngotomy  for  piece  of  bone  impacted  in  larynx  four  months 

(F.  Taylor  and  C.  H.  Golding-Bird) 214 

Larynx,  impaction  of  a  piece  of  bone  in  the,  removal  by  laryn- 
gotomy after  four  months  (F.  Taylor  and  0.  H.  Golding- 
Bird)  214 

perichondritis  of,  sequel  to  case  (F.  de  H.  Hall) .         .        .     151 

tuberculous  tumours  of  the  (P.  Kidd)  ....     154 

LEDlABD(n.  A.),  dislocation  of  the  elbow  backwards,  with  fracture 

of  the  coronoid  process 183 

Lee  (Robert),  short  notice  of  a  second  case  of  creeping  eruption 

similar  to  that  described  in  vol,  viii,  '  Clin.  Soc.  Trans.'  .  .  75 
Leg,  right,  congenital  hypertrophy  of,  with  "  port- wine  "  stain  on 

the  thigh  (R.  W.  Parker) 236 

simple  hypertrophy  of  (R.  Barwell)         .         .         .     225 

Ligature,  temporary,  of  carotid  trunk  combined  with  ligature  of 

external  carotid,  see  Arteries. 
Limb,  upper,  see  Arm. 

right  lowei",  see  Leg. 

Lips,  see  Labial  herpes. 

Lithotomy,  nephro-,  case  of  (W.  Anderson) 201 

Liver,  multiple  abscesses  of,  not  pysemic,  in  a  boy  of  eleven,  treated 

by  incision  ;  recovery  (S.  West) 126 

Locomotor  ataxia  (tabes  spinalis)  :  perforating  ulcers  of  feet  in  a 

case  of  (Dyce  Duckworth) 231 

Lucas  (R.  Clement),  a  case  of  Charcot's  joint-disease   (ataxic 

arthropathy)  attacking  the  righb  elbow  and  foot  .  .  .118 
LuNN  (J.  R.),  Report  of  Committee  on  his  case  of  deformity  of  the 

hands,  &c.  (see  '  Clin.  Soc.  Trans.,'  xvi,  264)     .        .        .        .220 

Mackenzie  (Stephen),  a  case  of  acne  varioliformis  [described  by 

card] 227 

Sweating  limited  to  the  upper  half  of  the  body  [described 

by  card] 230 

Malformation,   symmetrical    congenital,    of   the    hands    (J.    K. 

Fowler) 229 

see  also  Deformities. 

Mansell-Moullin  (C),  a  case  of  thrombosis  of  the  inferior 

vena  cava 115 

Maesh  (Howard),  Report  on  Mr.  Lunn's  case  of  defoi-mity  of  the 

hands,  &c 220 
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Marsh  (Howard),  removal  of  dislocated  astragalus  [described  by 

card] 242 

Strangulated    inguinal    hernia :    faecal   fistula   cured   by 

243 
165 
165 


Dupuytren's  metbod  [described  by  card]  .... 
Meningitis,  tubercular,  a  remarkable  case  of  (A.  Money) 
Money  (Angel),  a  remarkable  case  of  tubercular  meningitis 
MoKGAN  (John  H.),  hygroma  of  right  forearm  and  fingers  [de 

scribed  by  card] 

MouLLiN  (0.  M.),  see  Mansell-Moullin. 

MoxoN  (W.),  Report  on  Dr.  Fowler's  case  of  pulmonary  regurgi 

tation 

Myxoedema,  case  of  (F.  Dawtrey  Drewitt)       .... 

Naso-pharyngeal  polypus  (recurrence)  (0.  Stonham) 
Nephro-lithotomy,  case  of  (W.  Anderson)        .... 
Nerves,  fourth  and  fifth  cranial,  paralysis  of  (F.  Willcocks)   . 
Neuralgia,  frontal  or  supra-orbital,  successfully  treated  by  tre 

phining  the  skull  (A.  E.  Durham) 

Nodules,  subcutaneous,  occurring  in  an  adult  not  the  subject  of 

rheumatism  (J.  K.  Fowler) 


226 


218 
49 


235 

201 

232 

147 
65 


Obstruction  o£  superficial  veins  of  thorax,   probably  aneurism 

(S.  Taylor) 233 

acute  intestinal,  caused  by  a  diverticulum,  and  successfully 

treated  by  abdominal  section  (H.  H.  Glutton)  ....    186 

(Esophagotomy  for  the  removal  of  a  foreign  body  from  the  gullet, 

case  of  (H.  T.  Butlin) 129 

Paralysis  of  the  fourth  and  fifth  cranial  nerves  (trigeminal,  both 

motor  and  sensory  parts)  (F.  Willcocks) 232 

Paeker  (Robert  William),  congenital  hypertrophy  of  the  right 
lower  limb,  with  "  port-wine "  stain  on  the  thigh  [described 
by  card] 236 

Parotid  region,  wound  of  external  carotid  by  a  stab  in  the,  see 
Arteries. 

Patella,  fractured,  cases  illustrating  the  treatment  of  (C.  Heath)  .     189 

'  cases  of  ununited  fracture  of,  treated  by  suture  of  the  frag- 

ments [with  table  of  cases]  (G.  R.  Turner)        ....      37 

Perforating  ulcer,  see  Ulcer. 

Pericarditis  immediately  following  angina  pectoris  (D.  Hood)       .      82 
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Perichondritis,  laryngeal,  sequel  to  case  of  (F.  de  H.  Hall)     .        .    151 
Peritoneal  abscess,  see  Abscess. 

Pharyngeal,  naso-,  polypus  (recurrence)  (0.  Stonham)   .        .        .    235 
Plantar  arch,  wound  of,  with  secondary  haemorrhage  on  the  thir- 
teenth and  sixteenth  days  following  the  injury  (G.  R.  Turner)      35 
Plexus,  left  brachial,  rupture  of  the  (0.  J.  Symonds)       .        .        .    239 
Pneumothorax  occurring  during  the  course  of  typhoid  fever  (W. 

Cayley) 52 

case  of  complete  recovery  without  effusion  of  fluid  [with 

table  of  cases]  (S.  West) 56 

Polypus,  naso-pharyngeal  (recurrence)  (0.  Stonham)      .        .        .    235 

"Port-wine"  stain  on  the  thigh  in  a  case  of  congenital  hyper- 
trophy of  the  right  lower  limb  (R.  W.  Parker)  .        .        .    236 

Powell  (R.  Douglas)  Report  on  Dr.  Fowler's  case  of  pulmonary 

regurgitation 218 

Pulmonary  regurgitation,  case  of  (J.  K.  Fowler)     ....    217 

Pyrexial  syphilis,  see  Syphilis. 

Rectal  temperature,  extreme  lowering  of,  in  case  of  rupture  of 

large  aneurism  in  the  right  corpus  striatum  (H.  C.  Bastian)  .       18 
Rectum,  excision  of,  for  cancer  ;  three  cases  (W,  H.  Cripps)          .    159 
Regurgitation,  pulmonary,  case  of  (J.  K.  Fowler)           .        .        .    217 
Report  of  Committee  on  Dr.  Fowler's  case  of  pulmonary  regur- 
gitation (W.  Moxon,  R.  Douglas  Powell,  F.  Taylor,  and  J. 
Kingston  Fowler) 218 

' on  Mr.  Lunn's  case  of  peculiar  deformity  of  the 

hands,  &c.  [see  *Clin.  Soc.  Trans.,'  xvi,  264],  (Dyce  Duck- 
worth, F.  Taylor.  H.  Marsh,  A.  P.  Gould,  J.  R.  Lunn)    .        .     220 

Rheumatism,  cases  of  enteric  fever  associated  with  (D.  W.  Finlay)     135 

subcutaneous  nodules  in  an  adult  not  the  subject  of  (J.  K. 

Fowler) 65 

Ribs,  deformity  of  (B.  Roth) 237 

Rigor  and  labial  herpes,  cases  illustrating  the  relation  between 

(C.  J.  Symonds) 60 

RiviNGTON  (Walter),  an  unusual  form  of  dislocation  of  the  hip  .       77 

wound  of  the  external  carotid  by  a  stab  in  the  parotid 

region  :  recurrent  attacks  of  haemorrhage :  temporary  ligature 
of  carotid  trunk  combined  with  ligature  of  external  carotid 

at  the  seat  of  injury .       79 

Roth  (Bernard),  lateral  cui'vature  of  the  spine :  an  uncommon 
form  :  also  showing  the  influence  of  dress  in  perpetuating 
and  aggravating  spinal  deformity  [described  by  card]     .        .    234 
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Roth  (Bernard),  lateral  curvature  of  the  spine,  in  which  the  upper 
lateral  curve  (with  convexity  to  the  left)  implicates  the  lower 
four  or  five  cervical  vertebras,  as  well  as  the  dorsal  vertebrae, 
and  which  presents  severe  torsion  of  the  cervical  vertebrae, 
together  with  extreme  osseous  deformity  of  the  left  ribs 
posteriorly  [described  by  card] 237 

Rupture    of    the   left    brachial    plexus    and    subclavian  artery 

(Charters  J.  Symonds) 239 

Salicylic  plaster  in  cases  of  thickened  epidermis     ^         ...      45 
Sclerosis,  disseminated  cerebro-spinal,  an  anomalous  case  of  (with 

autopsy)  (H.  0.  Bastian) 7 

Semilunar  fibro-cartilage,  see  Cartilage. 

Skull,  trephining,  as  successful  treatment  in  a  case  of  neuralgia 

(A.  E.  Durham) 147 

Smith  (E.  Noble),  dislocation  of  one  of  the  semilunar  fibro-carti- 

lages  of  the  knee-joint 123 

Spinal  cord,  see  Cerebro-spinal  Sclerosis. 

Spine,  lateral  curvature  of,  with  extreme  osseous  deformity  of  the 

left  ribs  posteriorly  (B.  Roth) 237 

an  uncommon  form  ;  also  showing  the  influence  of 

dress  in  perpetuating  and  aggravating  spinal  deformity  (B. 

Roth) 234 

Stonham  (Charles),  naso-pharyngeal  polypus  (recurrence)  [de- 
scribed by  card] 235 

Subcutaneous  nodules,  see  Nodules. 

Sweating  limited  to  the  upper  half  of  the  body  (S.  Mackenzie)       .     230 

Stmonds  (Charters  J.),  cases  illustrating  the  relation  between 

labial  herpes  and  rigor 60 

■ Rupture  of  the  left  brachial  plexus  and  subclavian  artery 

[described  by  card] 239 

Syphilis,  pyrexial,  case  of  (I.  Bumey  Yeo) 108 

Tabes  spinalis,  see  Locomotor  ataxia. 

Taylor  (Frederick),  Report  on  Dr.  Fowler's  case  of  pulmonary 

regurgitation 218 

Report  on  Mr.  Lunn's  case  of  deformity  of  the  hands,  &c.     220 

■ and  C.  H.  Golding-Bird,  impaction  of  a  piece  of  bone 

in  the  larynx,  removal  by  laryngotomy  after  four  months      .     214 

Taylok  (Seymour),  obstruction  of  superficial  veins  of  thorax  (pro- 
bably aneurism)  [described  by  card] 233 

Temperature,  see  Bectal  Temperature. 
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Thin  (George),  cases  of  thickened  epidermis  treated  by  salicylic 

plaster 45 

Thorax,   obstruction,  of  superficial  veins  of,  probably  aneurism 

(S.Taylor) 233 

Thrombosis,  extensive,  following  fracture  of  both  bones  of  the 

forearm  (W.  A.  Lane) 180 

of  the  inferior  vena  cava,  case  of  (C.  Mansell-Moullin)       .     115 

Tongue,  epithelioma   of  the,  removal  by  the  buccal  operation 

(F.  J.Gant) 168 

Trephining  the  skull,  as  successful  treatment  in  a  case  of  neuralgia 

(A.  E.  Durham) 147 

Tubercular  meningitis,  see  Meningitis. 

Tuberculous  tumours,  see  Tumours. 

Tumour,  cortical,  case  of,  with  great  frequency  and  variety  of 

epileptiform  seizures  (0.  F.  Coxwell) 68 

Tumours,  syphilitic  (P)  of  the  cerebral  membranes  (J.  Althaus)     .      25 

tuberculous,  of  the  larynx  (P.  Kidd) 154 

Turner  (George  Robertson),  a  case  of  wound  of  the  plantar  arch, 

in  which  secondary  hajmorrhage  occurred  on  the  thirteenth 

and  sixteenth  days  following  the  injury 35 

a  case  of  ununited  fracture  of  the  patella  treated  by  suture 

of  the  fragments  [with  table  of  cases] 37 

on  a  case  of  gluteal  aneurism 172 

Typhoid  Fever,  pneumothorax  occurring  during  the  course  of  (W. 

Cayley) 52 


Ulcer,  perforating,  of  foot,  following  an  old  injury  to  the  spine 

(A.  Willett) 230 

■ of  feet  in  a  case  of  locomotor  ataxia  (tabes  spinalis) 

(Dyce  Duckworth) 231 

Unna  (Dr.),  use  of  salicylic  plaster  in  cases  of  thickened  epidermis      45 

Veins,  superficial,  of  thorax,   obstruction  of,  probably  aneurism 

(S.  Taylor) 233 

Yena  cava,  inferior,  case  of  thrombosis  of  (0.  Mansell-Moullin)     .     115 
Vertebra,  first  lumbar,  dislocation  backwards  of,  case  successfully 

reduced  (N.  Davies-Colley) 143 

West  (Samuel),  case  of  complete  recovery  from  Pneumothorax 

without  effusion  of  blood  [with  table  of  cases]         ...      56 
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West  (Samuel),  multiple  abscesses  of  the  liver,  not  pyaemic,  in  a 

boy  of  eleven,  treated  by  incision ;  with  recovery     .        ,         .126 

Whipham  (Thomas),  old  hydrocephalus.     Insanity.     Death         .     191 

WiLLCOCKS  (Frederick),  paralysis  of  the  fourth  and  fifth  cranial 
nerves  (trigeminal,  both  motor  and  sensory  parts)  [described 
by  card] 232 

WlLLETT   (Alfred),  perforating  ulcer  of  foot,  following  an   old 

injury  to  the  spine  [described  by  card] 230 

Yeo  (I.  Burney),  a  case  of  pyrexial  syphilis  ,        .  .        .     108 
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